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Abstract 
Major Depressive Disorder (MOD) is the most often diagnosed psychiatric illness 
worldwide, with prevalence rates indicating that as many as 25% of the population during their 
lifetimes will experience symptoms of MOD (Holmes, 1997). Therapies that focus on 
restructuring the client's cognitions have been shown to be effective in the treatment of this 
disorder. For some clients, however, reoccurring depressive episodes are common and symptom 
reduction is infrequent. The research of Worthington (1988) suggests that the highly religious 
client may actually see the world in a uniquely differently way than does the non-religious. 
These individuals utilize more religious schema and as a consequence of this distinct perspective 
may experience more favorable treatment outcomes when the therapeutic approach supports their 
strongly held religious views (Worthington, 1988; Worthington & Sandage, 2001). This single 
case study will utilize archival data and a manualized approach that focuses on spiritual growth 
and symptom reduction through an integrated cognitive behavioral therapy (leBT) approach. 
The findings of this study confirm the work of many integrative researches that suggest symptom 
reduction is more apparent when an integrative approach is applied rather than a non- integrative 
approach. 
TABLE OF CONTENTS 
ECTION 
. INTRODUCTION AND LITERATURE REVIEW 
Justification for Study 
Prevalence of Major Depressive Disorder 
The Frequency of Recurring Symptoms 
CBT as a First Line Treatment Approach 
The Growth of Religious Interest in Psychology 
Integration of Treatment for Religiously Oriented Client 
Unique Aspects of this Particular Study 
Major Depressive Disorder (MDD) 
Epidemiological Overview 
Sociocultural Factors 
Gender differences 
Social class issues 
Ethnicity 
Symptoms Associated with Major Depressive Disorder 
Mood 
Physiological 
Motor 
Cognitive 
DSM - IV TR Diagnostic Criteria 
Differential Diagnosis 
Recuning Depression 
Risk Factors Associated with Recuning Depression 
Rates of Relapse 
Treatment Options 
Medication 
Cognitive Behavioral Therapy 
vi 
Components of Cognitive Behavioral Therapy (CBT) and the Treatment of Depression 
Component #1: Role of the Schema 
Component #2: Automatic Thoughts 
Component #3: The Case Conceptualization 
Component #4: The Cognitive Triad 
Component #5: The Process of Cognitive Restructuring 
Component #6: Faith Integrated with CBT 
Empirical Data Regarding CBT's Efficacy for Treatment of Depression 
CBT Integrated with a Faith-based Approach 
Faith as a Variable for Treatment Outcomes 
The Historical Perspective of Integration 
Conceptualizing Faith: Intrinsic vs. Extrinsic Faith 
Faith and Health 
Faith as a Protective Factor 
The Integration of Faith and CBT 
Understanding the Concept of Integration 
Prerequisites to Religiously Sensitive Interventions 
Prerequisite # 1: Therapist characteristics 
Prerequisite # 2: The Therapeutic process 
Prerequisite # 3: Specifying treatment goals 
Theoretical Compatibility 
The role of beliefs 
The role of meaning 
The role of teaching and education 
The role of behavioral rehearsal 
Application through a Case Study 
Step One: Develop an Accurate Conceptualization 
Step Two: Develop a Workable Understanding of the Religious Distinctions 
Step Three: Apply Interventions 
Disputation of Irrational beliefs 
Homework 
Ethical Concerns 
The Multicultural Influence 
Misunderstanding of Client's Culture 
Misunderstanding of Client's Religious History 
The Excessive Emphasis on the Rational 
Therapist-Client Religious Convergence 
Manualized Integrative Approach 
Justification for Using Manualized Approaches 
Justification for Not Using Manualized Approaches 
Hypothesis Section 
SECTION 
Research Question 
Research Assumptions 
Research Hypotheses 
2 METHOD SECTION 
Introduction and Overview 
vii 
Subject Selection 
Requirements 
Inclusion Criteria 
Exclusion Criteria 
Selected Client Background InfOlmation 
Measurement Section 
Millon Clinical Multiaxial Inventory-III (MCMI-III) 
Structured Clinical Interview for DSM-IV Personality Disorders (SCID-II) 
Beck Depression Inventory-III (BDI-III) 
Beck Scale for Suicidal Ideation (BSI) 
Religious Commitment Inventory-10 (RCI-IO) 
Religious Behavior Inventory (RBI) 
Procedure 
Recruitment and selection process 
Measurement Schedule 
viii 
Ten Week Manualized Treatment Approach Combining Cognitive Behavioral Therapy 
and Faith 
Session One 
Objective One: Administrative Duties 
Objective Two: Identifying Client Concerns 
Objective Three: Relationship Building 
Session Two 
Objective One: Accurate Diagnosis 
Objective Two: Assessing the Many Domains of Depression 
Objective Three: Assessing Client Functioning Through Objective Data 
Session Three 
Objective One: Thorough Overview of Integrative Cognitive Behavioral 
Therapy 
Objective Two: Thorough Overview of Major Depressive Disorder 
Objective Three: Introducing Behavioral Strategies 
Session Four 
Objective One: Develop an Awareness of Ones Thinking Patterns 
Objective Two: Develop an Awareness of Ones Thinking, Feeling, 
And Behavioral Interaction. 
Objective Three: Developing an Awareness of Today's Beliefs by 
Looking Back at Yesterday 
Session Five 
Objective One: Defining Beliefs 
Objective Two: Understanding Verbal and Visual Beliefs 
Objective Three: Introducing Cognitive Interventions 
SECTION 
Session Six 
Objective One: Behavioral Interventions 
Objective Two: Spccific Behavioral Interventions 
Objective Three: Rehearse Positive Aspects of Self and God 
Session Seven 
ix 
Objective One: Introduction and Discussion of Cognitive Distortions 
Objective Two: Understanding the Quality and Functionality of Beliefs 
Objective Three: Acceptance and the Surrendering to God 
Session Eight 
Objective One: Treatment Review 
Objective Two: Understanding Behavioral/Leaming Principles 
Objective Three: The ICBT Quadrant. Biblical Cognitive Restructuring 
Session Nine 
Objective One: Application of ICBT Quadrant 
Objective Two: Application of Spiritual Disciplines 
Session Ten 
Objective One: Reviewing Areas of Change (Psychological, Relational 
and Spiritual) 
Objective Two: Goals for Continued Change (Psychological, Relational 
and Spiritual) 
Objective Three: Indicators of Relapse (Psychological, Relational and 
Spiritual) 
3 VALIDATION OF THE RELIGIOUS BEHAVIOR INVENTORY (RBI) 
Development and Validation Process for the Religious Behavior Inventory (RBI) 
Defining Religious Exercises 
SECTION 
NalTowing Down the Most Relative Definitions 
Criterion One 
Criterion Two 
Criterion Three 
Utilizing Criteria One, Two and Three 
The Split Test Design 
The COlTelational Design 
4 RESULTS AND ANALYSIS 
Hypothesis One: An Integrative Manualized Treatment Model will Decrease Depressive 
Symptoms in a Religious Client as Indicated by Scores on the Beck Depression 
Inventory-II (BDI-II) and Subjective Analysis 
Data Sources 
Objective Data 
BDI-II: Change in Scores 
BDI-II: Change in Range 
BDI-II: Change in Specific Items 
Subjective Data 
Client Self-reporting 
Therapist Evaluation 
11anualJ\dherence 
x 
Hypothesis Two: Integrative Treatment willlncrease Religious Exercises as Indicated by 
Scores on the Religious Behavior Inventory (RBI) and Subjective J\nalysis 
SECTION 
Data Sources 
Objective Data 
RBI: Change in Scores 
RBI: Change in Range 
RBI: Change in Specific Items 
Subjective Data 
Client Self-reporting 
Therapist Evaluation 
5 DISCUSSION 
Hypothesis One: J\n Integrative 11anualized Treatment 110del will Decrease 
Depressive Symptoms in a Religious Client as Indicated by Scores on the Beck 
Depression Inventory-II (BDI-II) and Subjective J\nalysis 
Literature Review 
How these Findings Confirm Previous Research 
How these Findings Disagree with Previous Research 
General Implications of Findings 
Theoretical Implications 
Research Implications 
Clinical Implications 
General Limitations of the Study 
Design and Internal Validity 
External Validity and Generalizability 
11easurements 
Future Directions 
Hypothesis Two: hltegrative Treatment will Increase Religious Exercises as 
Indicated by Scores on the Religious Behavior Inventory (RBI) and Subjective 
J\nalysis 
Literature Review 
How these Findings Confirm Previous Research 
How these Findings Disagree with Previous Research 
General Implications of Findings 
References 
APPENDICES 
Theoretical Implications 
Research Implications 
Clinical Implications 
Gel1eral Limitations of the Study 
Design and Intemal Validity 
External Validity and Generalizability 
Measurements 
Future Directions 
Appendix A: RCI-lO 
Appendix B: RBI 
Appendix C: Transcription of Treatment Sessions/ Subjective Analysis by Therapist: 
Session-by-Session 
Session One 
Session Two 
Session Three 
Session Four 
Session Five 
Session Six 
Session Seven 
Session Eight 
Session Nine 
Session Ten 
xi 
Appendix D: Diagram illustrating the connection between beliefs, feelings and behaviors 
Appendix E: BDI Scores over Time 
Appendix F: Treatment Efficacy 
Appendix G: Manual Adherences 
Appendix H: RBI Scores over Time 
Appendix I: Observable Religious Behaviors 
Justification for Study 
Prevalence oj Major Depressive Disorder 
The National Institute of Mental Health describes Major Depressive Disorder (MDD) as 
an invisible disease, with lifetime prevalence rates falling between five and twenty-five percent 
(NIMH, 2003; APA, 2000). Approximately ten percent of adults over the age of 18 will be 
diagnosed with depression during any given year. This equals approximately 18.8 million 
people ammally. According to NIMH more people are hospitalized for Major Depressive 
Disorder than for any other psychiatric diagnosis (2003). 
As a consequence of the vast prevalence of this disorder there are significant fiscal 
implications affecting both the individual and society. The annual loss of worker productivity is 
estimated to be forty-four billion dollars (Dmss & Rosenbeck, 1999). Decreases in productivity 
are also observed in employee tumover, in work-related absences, as well as in workers 
negligence. Beyond these actual deficits are the noted increases in medical expenditures for 
psychiatric and health illnesses (Druss & Rosenheck). Recurrent depression, when compared to 
single episode depression, does tend to magnify the costs and the far-reaching implications of 
this disorder. 
The Frequency oj Recurring Symptoms 
A formal psychotherapy treatment model for chronic, reculTing depression would be 
difficult to locate prior to the 1980's. This is due in part to an absence of a treatable chronic 
affective category in the publication of the Diagnostic and Statistical Manual of Mental 
Disorders 3rd edition (DSM-III, American Psychiatric Association, 1980). In spite of the lack of 
official categorizing, the chronicity of this disorder was nonetheless greatly evident among the 
psychiatrically diagnosed popUlation (McCullough, 2003). It is important to recognize that 
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recurrent depression, although not formally acknowledged in past research, is nonetheless very 
present. 
It has been shown that recurrent depression is likely to be the experience for many clients 
that are diagnosed with Major Depressive Disorder (McCullough, 2003). In one investigation it 
was found that only 22 % of those clients diagnosed with MDD reported experiencing only one 
depressive episode. Lewinsohn's research confirms the recurrence of depressive episodes when 
he found that 45% of the individuals investigated had experienced at least two distinct depressive 
episodes. Multiple, recurrent episodes appear to be somewhat the norm according to 
Lewinsohn's research. Furthermore, it has also been found that 33% of the clients diagnosed 
with Major Depressive Disorder reported having at least three distinct episodes (Lewinsohn et 
aI., 1989). These, as well as other studies suggest that for many, depression is a lifelong disorder 
that requires close monitoring coupled with effective treatment. Although there remain 
numerous treatments for recurrent depression, the current trend of psychotherapy emphasizes 
empirically supported outcome oriented approaches. Perhaps the most highly investigated 
therapeutic orientation encompasses Cognitive Behavioral Therapy (CBT) and has emerged as 
the one of the most effective approaches. 
CBT as a First Line Treatment Approach 
Propst and associates (1992) note that CBT has been an effective treatment for depression 
but suggested that traditional CBT, although useful for the general psychiatric population, may 
not be equally successful with the religious client. The reason for this lack of effectiveness is 
complex and the studies addressing this issue are somewhat limited. However it has been 
hypothesized that the answer lies in what this researcher describes as value inconglUence. Value 
incongruence proposes that the general ideals held by secular, non-religious, cognitive 
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behavioral therapists might actually be in conflict with the values esteemed by numerous 
religions and individuals of faith orientation. For example, some of the more firmly held CBT 
ideals such as personal autonomy and self-efficacy are incongment with the religious values of 
humility and corporate dependence. There are numerous additional values that are incongment, 
thus creating a dissonance between secular and sacred CBT. The recommendation of Propst and 
associates is to ereate skillfully, a commonality between the treatment approach of the clinician 
and the client's firmly held religious beliefs. The objective of effective integration is evident in 
the emerging research. Within the last 25 years religiously oriented studies have mushroomed, 
adding insight and effective treatment for those who esteem faith to be an important palt of their 
life experiences (McMullough, 1999; Worthington & Sandage, 2002). 
The Growth of Religious Interest in Psychology 
Rose, Westefeld and Ansley (2001) surveyed 74 clients at six separate mental health 
centers. The results of the study reinforce the importance of religion in the treatment process. 
Most of the participants in the study were white (92%) and female (87%). Nearly 40% of the 
participants were not affiliated with any current religion. More then half of those interviewed 
(55%) indicated an interest in discussing spiritual and religious concerns in their counseling. 
Only 18% stated that they did not want to include religion in therapy. Furthermore, clients who 
reported higher levels of prior spiritual experienees preferred to discuss spiritual and religious 
matters. Therefore, based on the aforementioned study, religion and religious dialogue is 
important to people seeking treatment, not only in their ehurches or synagogues, but also in 
therapy offices and mental health clinics. 
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Integrationfor the Religiously Oriented Client 
A relatively small number of studies have compared standard therapies with integrative 
therapies for the treatment of depression (McMullough, 1999; Worthington & Sandage, 2002). 
All of these studies have employed cognitive or cognitive-behavioral therapies specific to the 
treatment of depression. The researchers, based on their findings, have concluded that the 
integrative therapies produce better treatment outcomes for the religiously oriented client when 
compared with standard therapies. They have also shown that the religiously integrative 
therapies not only reduce depressive symptoms, but also that clients actually have been shown to 
repOli a subjective increase in spiritual well-being (McMullough; WOlihington & Sandage). 
Unique Aspects of this Particular Study 
For well over a century, scholars have sought to somehow combine psychology and 
religion (Haque, 2001; Worthington, Kurusu, McCullough, & Sandage, 1996). This interest in 
mingling these two somewhat opposing approaches has emerged from the sincere interest to 
better understand the true complexities of human nature. This integrative process has had a 
slow, steady growth over the last 100 years. However, starting in the early 1970's, a more abrupt 
and noteworthy change began to transpire. It was during this period that an upsurge of interest in 
the study of integrating these disciplines began to develop exponentially. The precise reason for 
that renewed interest of integrating religion in mental health treatment is at best speculative. 
Hague suggests that this integrative focus began with the resurgence of the growth of religion 
within the overall population. Because religion is seen a pervasive and infiltrating force, both 
within the person and within the culture, there is cause for this increased interest in future 
research. William James, the founder of the first psychology lab at Harvard, considered religion 
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as "an essential organ of our life, performing a function which no other portion of our nature can 
so successfully fulfill" (1985) (p.49). 
Worthington (1996) observes that most of the research in the area of integration has 
focused on the potential, rather than the actual, client. He went on to observe that relatively few 
studies have actually investigated the role of religion in the clients' lives during their present 
counseling experiences. Much of the meta-analysis on the study of this integration process has 
investigated the specific role of religion in various topics such as mental health or coping with 
stress, as well as comparing the highly religious with less religious population (Worthington, 
Kurusu, McCullough, & Sandage, 1996). The overall limitations of these past studies exist 
because of this lack of present, controlled research design. Specifically, the individuals under 
investigation were not actually receiving counseling at the time of the study, but rather were 
reflective studies in which the researchers looked back at the results and developed conclusions 
based on these studies. In other cases, the participants were questioned regarding their 
expectations of counseling prior to the therapy even taking place. Worthington goes on to 
conclude that in the coming decade, research on religion and the clients who participate in these 
programs must be more precise in their reporting and recording of results if psychologists are to 
be able to generalize the data from research (1996). Worthington appropriately determined that 
research should be based on the actual client during the time of therapy rather than on the post-
treatment reporting. This he suggests is critical and should be the priority if further meaningful 
data is to be extracted for research on the integrative process. 
With this in mind, the focus of this single case study was on the client, comparing the 
current treatment protocol with the client's past, non-integrative counseling. This study has been 
designed to compare the client with himself or herself. It utilized as an independent variable a 
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manualized treatment approach that integrates faith and cognitive behavioral therapy (ICBT) 
(Propst, 1992; Beck, 1995; Neilsen, Johnson, & Ellis 2001). This integrative manualized 
approach was developed referencing the works both of integrative psychologists and of 
traditional CBT clinicians (Propst; Beck; Neilsen, Johnson, Ellis). Specific to this study, the 
highly religious adult client who was selected for this study was treated for depression with an 
integrative model of therapy. The dependent variables were both the levels of depression and 
religious behaviors. The Beck Depression Inventory-II and the Millon Clinical Multiaxial 
Inventory (MCMI-III) will serve as an objective score for depressive levels. The Religious 
B.ehavior Inventory will measure any change in religious behaviors. 
Major Depressive Disorder 
Epidemiological Overview 
The World Health Organization estimates that unipolar depression will be the second 
most prevalent cause of illness-induced disability by the year 2020. Depression has been termed 
the "common cold of emotional life" (Tan & Ortberg, 1995) and the American Medical 
Association estimates that one of every five families has a depressed person (1998). Not 
surprisingly therefore, antidepressants are the third most common group of therapeutic agents 
distributed worldwide (Calanda, Puig, Bosch, Adell & Artigas, 2004). Depression negatively 
impacts many aspects of individuals' lives, including their relationships, financial situations, 
professional lives, and even their physiological functioning; this poses a problem that afflicts a 
substantial proportion of the population. Estimates of the number of clients diagnosed with 
depression range from 12% to 17% annually (Kessler et aI., 1994). A more critical view of these 
figures proposes that the problem may be far greater than these statistics suggest. Currently 
there exists a large percentage of the population who may suffer from undiagnosed dysthymia, a 
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milder, longer-term form of depression. Individuals with this less debilitating disorder may 
never actually receive a f01111al diagnosis and subsequently never obtain the appropriate 
treatment. In addition to this population there are those who may actually experience true 
depression, but for numerous reasons fail to be diagnosed accurately. These individuals may be 
inaccurately diagnosed, in part due to cultural variation of how mental illness is perceived, 
experienced and finally treated (Salvador, 1999). Thus, the culture in which the individual is 
impeded can be crucial to the process by which he or she seeks out and receives treatment. 
Depression is a severe problem that has far- reaching implications. Depression influences the 
individual relationally, financially, professionally as well as physiologically. There are many 
aspects that directly influence the development and maintenance of clinical depression. The 
following section will discuss this disorder in a more well-rounded and complete manner. 
Sociocultural Factors 
Gender Differences: Depression is much more likely to be diagnosed in women than in 
men. Specifically, females are diagnosed two times more often than males (Smith & Weissman, 
1992; Kessler, et aI., 1994). This ratio has been consistent in research done in 30 countries over 
a period of 40 years. Even though depression occurs throughout the life span, there are a number 
of identified risk factors for the development of this disorder. Research indicates that the rate of 
depression in males and in females is essentially the same until adolescence. With the onset of 
adolescence, the rate for females diagnosed with depression tends to increase rather sharply 
(Kessler, et aI., 1994). During adolescence and beyond, the figures stabilize at the 2:1 ratio, with 
women two times more likely to experience this disorder (Brooks-Gunn & Petersen, 1991). 
Depression is also mediated by the life span and by human development. The incidence of 
depression tends to peak during adolescence and again some time in the individual's mid 40' s. In 
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addition, there is emerging evidence to suggest that there is a third peak occurring in old age 
(Murphy & Macdonald, 1992). Risk factors that suggest liability for this third peak include 
loneliness, poor physical health and financial concems. 
Social Class Issues: Social class has been shown to have a negative correlation on the 
incidence of those diagnosed with major depressive disorder. Research suggests that those in 
lower socioeconomic levels suffer from depression more than those in higher levels (Smith & 
Weissman, 1992). A relationship seems to exist between higher rates of depression and lower 
socioeconomic classes. The connection between depression and socioeconomic levels is more a 
function of extemal stressors associated with a general lack of resources than of genetic or 
biological factors. It has been demonstrated that individuals in this lower financial bracket 
typically encounter more frequent and severe stressors (Holmes, 1997). These stressors include 
unemployment, divorce, lack of education, and poor health. A consequence of these 
socioeconomic adversities is a reported increase in personal stress and difficulties. It may be 
coneluded that when greater socioeconomic difficulties are present, the risk of depression 
increases. (Smith & Weissman). 
Ethnicity: Studies that investigate ethnicity and prevalence rates have been well 
researched. No clear cvidence has emerged from the current data suggesting that ethnic 
background per se is minimally related to the overall prevalence rates of depression (Weissman 
et aI., 1991). Insignificant differences in rates of those diagnosed with depression have been 
found when comparing white Americans, African-Americans, and Hispanic-Americans. Smith 
and Weissman (1992) note that what is so striking is the "similarities rather than the differences 
among racial groups in rates of major depression" (p. 121). 
Symptoms Associated with Major Depressive Disorder 
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Major Depressive Disorder represents a highly complex, multidimensional psychological 
phenomenon that requires targeted and effective treatment to address the many components of 
this disorder (Freeman, Pretzer, Fleming & Simon, 1990). The symptoms of this disorder can be 
categorized in numerous ways. This paper will focus on essentially four primary domains. The 
first domain is the mood. The mood is perhaps the paramount or most obvious of all the 
dOp1ains. Mood symptoms of major depressive disorder include feelings of depression, sadness, 
and a general sense of listlessness. Depression can come both in a vegetative or in an agatative 
presentation. Agitative depression is characterized by an underlying edginess often coupled with 
a low-grade anxiety. These feelings are not fleeting or insignificant but are deep, unshakable and 
profound. On the other hand, vegetative depression is characterized by a restricted, somewhat 
flat affect with a limited overall range of emotionality. Generally speaking Major Depressive 
Disorder is unlike the typical everyday sadness, for this disorder tends to be highly pervasive and 
consistent, profoundly affecting the client on numerous levels (Holmes, 1997). 
The second domain that is influenced by significant, clinical depression is the reported 
subjective physical experience. Depression can cause a variety of distinct somatic complaints 
(Barlow, 2001). Typically reported changes include an increase or decrease in sleeping or eating, 
as well as decreases in the sexual drive or libido. Specifically, severe depression may produce 
sleep disturbances such as hypersollli1ia or hyposonmia. Hypersonmia is characterized by an 
increase in sleep. The highly depressed client may sleep as much as 10 to 12 hours per evening. 
The cause of this increased sleep is both neurological and psychological. Sleep becomes a 
primary coping skill that is employed as a means to avoid the depression and its associated 
problems. Unfortunately, this avoidance of stressful situations can actually increase depressive 
symptoms, creating a reciprocal interaction. In this instance these poor coping strategies, such as 
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avoidance and denial, in effect further facilitate and maintain the depressive symptoms. 
Avoidance of the painful issues through excessive sleep only increases the likelihood of more 
negative and depressive mood states. On the contrary, hyposomnia produces intense feelings of 
agitation so that maintaining consistent sleep beyond 3 to 4 hours per evening is difficult. This 
decreased sleep affects the amount of REM, thus producing greater levels of psychological and 
physiological fatigue. This fatigue, due to the decreased sleep, often negatively influences other 
aspects of physical health. Poor physical health has been to shown to compound the depressive 
symptoms (Holmes, 1997). 
A general disruption in the client's eating pattern is also common in depression. As with 
sleep, depression will be manifest either by an increase or by a decrease in eating. If depression 
is so severe that food ceases to have any real flavor or attraction, the client's lack of interest in 
eating will result in weight loss. (Holmes, 1997). Conversely, depression also can produce 
overeating. In the midst of their intense mood states, food offers the only little pleasure the 
patients can control. Consequently, these individuals are likely to report an increase in weight. 
This "swallowing" of one's depression becomes a particularly important and problematic issue 
for women. This weight gain in women may actually worsen the depression and retard the 
recovery process (Holmes). 
A decrease in libido or sex drive is another somatic change. Preliminary studies suggest 
this limited interest in sexual pleasure is both a psychological and neurological problem. From a 
psychological perspective, depression produces a greater interest in interpersonal isolation. The 
notion of close, physical contact is avoided. The depressed client may become myopic, focusing 
on his or her own concerns and needs. Neurological changes also bear heavily on the overall 
sexual drive. Neuro-chemical changes such as decreases in seratonin, dopamine and 
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norepinephrine have all been associated with this decease in sexual interest. In some way, this 
disinterest in sex is actually part of a much larger sense of seclusion and isolation. 
Finally, it is documented that prolonged, recurrent depression has the potential to create 
an impairment of the functioning of the immune system (Herbert & Cohen, 1993). Specifically, 
there is evidence that depressed individuals produce fewer lymphocytes, cells which play an 
important role in fighting off disease (Holmes, 1997). Clinical depression has been linked to an 
increase in health problems ranging from colds and flus to more significant physical illnesses 
(Herbert & Cohen, 1993). 
The motor system is the third domain affected by a prolonged depressive state. 
Psychomotor retardation involves a reduction or a slowing of motor behaviors often manifested 
during periods of severe, prolonged depression. Highly depressed clients may present with a 
drooping posture and a blank, expressionless gaze. As a consequence of this retarded motor 
state, many personal areas have the potential of remaining unkempt and may reflect a lack of 
appropriate attention. These areas of neglect may include job, personal responsibilities, and 
grooming. In contrast to psychomotor retardation, others exhibit psychomotor agitation, and 
rep0l1 a constant agitation, including the fact that they are often unable to sit still. This 
agitation may produce random rather than focused behaviors, producing a reduction in a sense of 
accomplishment. Psychomotor retardation is more cornmon than psychomotor agitation. Both 
however, negatively influence personal accomplishments and achieved goals (Holmes). The 
motor inefficiency associated with severe depression, whether retardation or agitation, has the 
propensity to prolong the depressive state. As a consequence of motor abnormalities; there is a 
decrease in goal-driven behaviors. This directionless behavior has the potential to increase 
depressive feelings. This depression therefore becomes a function of unmet goals, which in 
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tum generate negative cognitions about self, thus maintaining the depressive state in a circular, 
self-feeding, fashion (Holmes). 
Depression can also profoundly affect the thinking or cognitive state. This issue of 
cognitions is the fourth and final domain of depressive symptom. Cognitions refer to thinking 
abilities, memory and specific belief patterns. (Freeman, et aI., 1999). There are numerous 
cognitive symptoms that play an important role in the development and maintenance of 
depression. The first is the client's negativistic evaluation of self, also known as low self-worth. 
Depressed individuals maintain beliefs that they are inadequate, inferior, inept, incompetent and 
generally worthless. These individuals often feel guilty regarding past failures. They 
inappropriately blame themselves for what they have not been able to accomplish. Low self-
worth is an example of how the depression impacts the clients' beliefs about themselves. 
Depression also increases the tendency to be overtly pessimistic in the outlook of the future. 
Negative self-evaluation causes the tendency in depressed individuals to believe that they will 
never be able to solve their problems, and that the troubling situation will not become better, but 
will grow only progressively worse. Furthermore, depression influences the way individuals 
view others. Depressed individuals have a general tendency to look at other people with some 
contempt, and often perceive them as threats and/or assume they will offer no assistance. The 
culmination of these negativistic beliefs seems to center around the self, the future and others. 
This triad of beliefs of self, of others and of the future is the foundation to Beck's Cognitive triad 
(Beck, 1967). 
McCullough introduces a second cognitive deficit present in the chronically depressed 
client (2003). Individuals who are chronically depressed are often unaware that their primitive 
verbal thoughts and behavioral patterns actually serve to keep them depressed. Their cognitive 
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state, as McCullough describes, is being perceptually disconnected. This perceptual 
disconnection asserts that the client has a real inability to be appropriately responsive to 
environmental consequences and feedback. These depressed adults tend to think: in a pre-logical 
and pre-causal manner, thus causing them to form premises inaccurately and to draw conclusions 
regardless of the environmental feedback. This is done with such impulsivity that it appears, to 
both the client and outside observers that it is an instantaneous event with no apparent stops in 
between. Consequently, the conclusions they reach are often inaccurate and not representative of 
reality. This inaccuracy is a result of not evaluating all the environmental data. For example, 
consider a client who experiences continued conflict with others in his or her social network. As 
this individual interacts negatively with these individuals there is little to no value or emphasis 
on self-reflection or on identifying his or her personal beliefs about the social interaction. This 
lack of self-reflection limits his or her insight or awareness. This lack of insight only increases 
the depression and makes cognitive restructuring less likely. 
These perceptual and cognitive deficits can be understood in the contexts of Piaget's 
(1981) construct of "preoperational thinking". According to this conceptualization the 
chronically depressed client will behave and exhibit self-talk as would a 4 to 6 year old. This 
inability to extract oneself and look objectively at the environment becomes a vital part of the 
chronicity of the disorder. Effective treatment then becomes a function of assisting the client in 
his or her evaluating and concluding processes; this includes teaching skills to actually slow 
down the rate at which conclusions are drawn. Effective CBT treatment will be evidenced by an 
overall limiting of the tendency to dichotomizing, over generalizing or other cognitive 
distortions. 
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A lack of motivation represents the third cognitive state associated with depression. 
Freeman and associates (1999) observed that depression causes a heightened sense of personal 
inadequacy, causing the clients to have a profoundly difficult time believing that self-efficacy is 
even an option. This negativistic view tends to decrease their motivation to address certain 
problems specifically. This creates a circular, reinforcing difficulty. These umesolved problems 
can create more harmful feelings, resulting in further depression. This increased depression, in 
turn, reinforces negative self-cognitions, thus hindering future problem resolution. 
Unfortunately, low self-worth and lack of motivation can spread and encompass more than just 
the original cause of the depression. The client then can end up with more severe depression. 
The propensity towards maintaining negative attitudes is the fourth important cognitive 
symptom in depression. Research has shown that the severity of depression is related to 
inaccurate problem evaluation. Further, it has been demonstrated that the degree to which 
individuals generalize the nature and origin of their problems is related specifically to symptom 
severity (Carver & Ganellen, 1983). This evaluative process may become so extremely 
inaccurate that the individual may develop pseudo-psychotic delusions. That is, despite strong 
evidence to the contrary, the individual develops and maintains totally erroneous beliefs that are 
inconsistent with reality and that are simply bizarre and clearly absurd (Holmes, 1997). 
Diagnostic Criteria According to the DSM-IV TR 
Depressive disorders include major depression, dysthymia, and depressive disorder NOS. 
These mood disorders can express themselves in a variety of ways. The intensity of the 
depressive episode can be further categorized as mild, moderate or severe, although the 
frequency of the depressive episodes can be episodic or recurring. Episodic depression describes 
a depressive event that occurs in an isolated occurrence. Recurring depression is described as 
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numerous depressive episodes that occur over an extended period of time (Yates, 1992). A 
diagnosis of major depressive disorder requires fulfilling five of the nine diagnostic criteria. 
Furthermore, these criteria must be satisfied for a minimum of a two-week continuous period 
(DSM-IV TR; American Psychological Association, 2000). Major depressive disorder is further 
categorized into types. These include the designations such as the melancholic or chronic type. 
For a fonnal diagnosis of Major Depressive Disorder a client must manifest five of the 
nine diagnostic criteria for a two-week period of time. The diagnostic criteria include the 
following: 
1. Depressed mood most of the day, nearly every day, as indicated either by subjective 
account or observation of others. 
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the 
day, nearly every day. 
3. Significant weight loss or weight gain when not dieting. 
4. Insomnia or hypersomnia nearly every day. 
5. Psychomotor agitation or retardation nearly every day (observed by others, not 
merely subjective feelings of restlessness or of being slowed down). 
6. Fatigue or loss of energy nearly every day. 
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 
delusional) nearly every day. 
8. Diminished ability to think or concentrate or indecisiveness, nearly every day. 
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 
without a specific plan, or a suicide attempt or a specific plan for committing 
suicide." (American Psychiatric Association, 2000, p.375 ) 
Differential Diagnosis 
The Diagnostic and Statistical Manual for Mental Disorders, Text Revision, includes an 
overview of possible differential diagnoses of Major Depressive Disorder (AP A, 2000). The 
following is a synopsis of potentially competing diagnoses. Ruling out a diagnosis of Mood 
Disorder that is due to General Medical Conditions should be the first step. Specific medical 
illness may exhibit symptoms that resemble depression. A list of these medical conditions 
I! 
I' 
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includes mUltiple sclerosis, stroke, and hypothyroidism. A second physiological variable 
influencing diagnosis could be the ingestion of an external substance. A substance induced 
mood disorder is differentiated from a Major Depressive Episode based on the presence or 
absence of an ingested agent. These substances may include illegal or recreational dmgs, 
prescribed medication, alcohol or a toxin. 
Major Depressive Disorder can be difficult to diagnose accurately in the elder population 
due in part to the competing disorders such as dementia and/or other cognitive abnormalities. 
Cognitive symptoms that are more likely to be present in the elderly include disorientation, 
apathy, difficulty concentrating, and memory loss. To aid in accurate diagnosis it is helpful to 
have a thorough medical evaluation which includes a complete medical history. This CUlTent 
evaluation and historical record should comprise a number of key variables. These variables 
may include the onset of the mood/cognitive symptoms, past treatment responsiveness and the 
temporal sequencing of depressive symptoms with the overall cognitive status. Pre-morbid 
history is a vital area that requires careful investigation. In dementia the cognitive decline tends 
to be more gradual, presenting with greater and greater deficits over a wider range of time. 
Depression, on the other hand, tends to create cognitive difficulties that present in a more abmpt 
manner. 
Certain clients will exhibit symptoms of depression though a level of motor agitation. 
This expression of the disorder is more often characterized by distractibility and low fmstration 
tolerance. These two symptoms are also primary aspects of Attention Deficit Hyperactivity 
Disorder (ADHD). Having two disorders is possible, for a clinician can diagnose a client both 
with this attentional disorder and with a mood disorder. This client will have two AXIS I 
disorders. In fact, it is not uncommon for those diagnosed with ADHD to have a secondary 
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mood disorder. A complete psychiatric history will reveal if the distractibility is a recent 
phenomenon, as in depression, or if it is something, as in ADHD, that has been a long term 
problem in the client's life. A formal diagnosis of depression is to be made with caution when 
assessing children and adolescents who are already diagnosed with ADHD. 
Adjustment· Disorder with Depressed Mood is a diagnosis that is characterized by a 
client's inability to recover adequately after a psychosocial stressor. The identifiable event can 
generate increased levels of depression, anxiety or both. Often individuals with Adjustment 
Disorders present in a very similar manner as those with Major Depressive Disorder, having met 
the majority of the criteria for Major Depression. However, the fundamental difference with 
Adjustment Disorder is an incomplete fulfillment of all the criteria for Major Depressive 
Disorder. In this case, fewer than five of the nine criteria are satisfied. Depression is a highly 
pervasive disorder influencing the client on numerous levels. It does require a skilled clinician 
who can effectively navigate between the conflicting symptoms criteria associated with other 
disorders. 
Recurring Depression 
Risk Factors Associated with Recurrent Depression 
Many depressed clients experience only limited improvement despite the provision of 
appropriate therapies with a collaborative treatment arrangement. This provision often includes 
an integrative approach combining psychotherapy and pharmacotherapy (Ellison, & Harney, 
2000). Individuals who exhibit the presence of sub-clinical symptoms are at a greater risk for 
recurrent depression. Sub-clinical symptoms reflect a low grade, persistent depressive state. 
These symptoms are severe enough to cause functional impairment without actually 
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mmobilizing the client from fulfilling everyday tasks. This "lower grade" depressive state has 
the tendency to remain, despite a typical course of treatment. 
The number of depressive episodes also has been shown to increase the risk to recurrent 
depression. The number of depressive episodes seems to con-elate with future depressive events 
(Holmes, 1997). In addition to the actual number of episodes, a third risk factor is the severity 
and time of first episode. Those clients presently diagnosed with Major Depressive Disorder 
(MDD) , whose early depressive episode was both early in life and severe in nature are more 
likely to experience future relapses. Despite the negative prognosis with these early severe 
episodes, this specific risk factor is one that is well within the domain of good psychological 
care. The emphasis here is on early detection and treatment. This risk factor may be managed 
and thus minimized if the disorder is diagnosed early and the client undergoes timely, effective 
treatment. 
A final risk factor is associated with the gender of the client. It has been shown 
consistently that women have a greater chance for recurrent depression. A comparison of 
women with men indicates that women are two to four times more likely to receive a diagnosis 
of depression (Sprock & Yoder, 1997). The DSM-TR (APA, 2000) indicates that women are 
more likely to experience depression than are men; this is observable in by a 2: 1 ratio. 
FurthemlOre lifetime prevalence rates for women range from 10% to 25%, when compared to 
9% to 12% for men. 
Rates of Relapse 
Depression is a life-long episodic disorder with numerous recurrences, averaging one 
episode in every five- year period (Fava, et aI., 2004). It is important to recognize that recurrent 
depression is likely to be the experience for many clients that are diagnosed with Major 
19 
Depressive Disorder. Lewinsohn and associates (2001) found that for severely depressed 
individuals, the relapse rate might be as high as 90%. Their results confirm other results 
suggesting that individuals who experienced a severe initial episode are also more likely to 
expenence recurrent depression. As a consequence of the pervasive, recurring nature of 
depression this disorder has become one of the most widespread and serious psychiatric 
disorders (Holmes, 1997). In some cases, depressive episodes are separated by actual years of 
symptom-free living. For others, however, these periods of intense negative emotionality 
become increasingly frequent, producing symptoms with severe contrary personal implications. 
Within the psychiatric and primary care setting recurrent depression is becoming more 
prevalent (Fava, Ruini, & Sonino, 2003). Partial remission, instead of complete remission 
between episodes, appears to be the rule and not the exception. This partial remission is closely 
associated with a residual disability. It is estimated that in the primary care setting, at least one 
out of every three clients is likely to relapse within a year after initial diagnosis (Fava & Kendler, 
2000). There are many explanations for this. The most common is that relapse rates are so 
highly elevated because of the absence of accurate diagnosis and effective treatment. (Haley et 
aI., 1998; Speer & Schneider, 2003; Simon & Von KOlff, 1997). 
Treatment Options 
Medication 
Researchers have investigated the phenomenon of recurrent depression and effective 
treatment modalities. Two of the primary treatment options are medications and CBT. The 
work of Fava and associates discussed the benefits as well as the limitations of pharmacotherapy 
(Fava & KendleI', 2000). They observed that maintenance pharmacotherapy has been advocated 
as an effective tool for reducing relapse and recurrence in major depression (Kupfer, 1993; Fava, 
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et aI., 2002). A number of studies have demonstrated the superiority of antidepressant drugs 
when compared to placebo for protecting the client against relapsing (Kupfer, 1993; Edwards, 
1998; Young, 2001). Viguera and associates (1998) analyzed 27 studies investigating 
antidepressant medication as the primary treatment variable. They also examined and reported 
follow-up data on the reported level of depressive symptoms after drug discontinuation. The 
data indicated that the duration of drug treatment did not affect long-term prognosis after the 
drug was discontinued. In clinical terms, this suggests that it does not matter whether a client 
has been treated with an antidepressant for 3 months or for 3 years, the likelihood of relapse does 
not increase when the drug is stopped. This conclusion, however, must be understood in the 
context of new research. There appears to be an emerging statistical trend suggesting that the 
longer the drug treatment, the higher the likelihood of relapse (Viguera, Baldessarini, & 
Friedberg, 1998; Fava & Kendler, 2000). On the surface these past studies appear contradictory 
to the current thought. Maybe the important issue is not medication or the lengths of medication 
use; instead, the issue involves the adjunct treatments that parallel medication treatment. 
Medication as a stand-alone treatment approach should be applied with some caution. A risk is 
present in a medication only approach. One of the concerns is that the client could 
inappropriately depend on the psychotropic and possibly fail to develop effective coping skills. 
With medication alone there are questions about the degree to which the client has developed the 
necessary coping strategies in order to forego any future depressive episodes. Therefore, 
emerging studies are rather clear to point out that the preliminary findings suggest that the most 
effective, long term results for treating recurrent depression is the use of medication in 
combination with CBT (Fava, Ruini, Fafaneli, & Finos, 2004; Fava & Kendler). 
Cognitive and Behavioral Therapy 
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Medication is a vital and viable option in the treatment of recurrent depression. Other 
treatments have been shown to produce similar results both in short term and in long term trials 
(Fava, Ruini, Fafaneli, & Finos, 2004). Fava and associates investigated a 6-year follow-up of 
cognitive behavioral treatment versus clinical management alone. In this study, forty clients 
with recurrent major depression were followed. These clients had been successfully treated with 
antidepressants and were eventually tapered off the medication entirely. These clients were then 
randomly assigned to address residual symptoms either with cognitive behavi<;>r treatment or with 
non-cognitive behavioral clinical management. The result of the study suggest that the 
sequential use of cognitive behavior treatment after pharmacotherapy may actually improve the 
long-term outcome in recurring depression when compared with clinical management alone. 
Specifically, the results were as following. Cognitive behavioral treatment resulted in a 
significantly lower relapse rate (40%) at a 6-year follow up than did clinical management (90%). 
When multiple reCUlTences were considered, the group that received cognitive behavior 
treatment had a significantly fewer number of relapses in comparison with the clinical 
management group. Finally, research has shown that a noteworthy proportion of clients with 
recurrent depression experience no relapse upon medication discontinuation for at least 6 years 
with a focused course of cognitive behavioral therapy (Fava, et a1.,). 
Components of Cognitive Behavioral Therapy (CBT) and the Treatment of Depression 
Component #1: Role of the Schema 
The Cognitive Behavioral Theory of psychotherapy emphasizes the interplay of the 
client's cognitions and his or her corresponding emotional state. It further describes the client's 
emotional and behavioral experience as a function or consequence of the cognitive process 
(Freeman, Pretzer, Fleming, & Simon, 1990). This cognitive process is constructed or under-
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girded by what cognitive therapists define as the schema. The schema is a concept, or 
psychological construct. Like many psychological constructs it lacks identifiable evidence of its 
existence other than various anecdotal or conceptual references. It is a consolidation of 
intermingling beliefs, and cal? best be described as an internal, cognitive template that functions 
as a filter, allowing each person to understand and make sense of his or her world (Freeman et 
al.). 
There are many types of schemata that help each individual understand the world around 
him or her. The personal schemata influence all understanding of culture, religion, gender roles 
and personal meaning as well as a host of other life issues (Samovar & Porter, 2001). This 
framework is responsible for interpreting the outer-world of one's experience. Therefore in the 
context of counseling faith-oriented clients, their religious beliefs will emerge from a specific 
"religious schema." These beliefs or schema will in turn influence the therapeutic process, either 
helping it or hindering it, depending on the type of clinical care and on the therapists' acceptance 
or rejection of their clients' religious beliefs (Worthington, Kurusu, McCullough, & Sandage, 
1996). An integrative approach, combining faith and CBT when treating the highly religious 
client, should have as a goal case conceptualization, with faith as a central influence in schemata 
development. Propst (1992) suggests that CBT is uniquely suited to address the particular 
schema, beliefs and assumptions that the religiously-oriented client may bring into therapy. Dr. 
Propst further comments that the psychotherapy experience can actually be enhanced when the 
client's religious beliefs are utilized as a means of motivation for introspection as well as a 
means for changing dysfunctional schemas. Worthington and associates observe this 
phenomenon and ascertain that the intrinsically religious client will literally have a worldview 
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that is different from the non-religious client. This varied worldview can also play its part in the 
herapeutic process. 
Component #2: Automatic Thoughts 
Automatic thoughts and various thinking patterns are all part of the outworking of the 
schematic process. These automatic thoughts are relatively predictable and emanate in the 
contexts of a specific situation (Freeman et a1" 1999). An example of this process is described 
n the following. A student with a personally negativistic schematic structure is requested to 
meet with the teacher for a conference after class. This invitation generates a 4igh level of 
nxiety and withdrawal behaviors. Certain automatic thoughts emerge as a consequence of the 
vent. Some of these automatic thoughts generate certain emotional and behavioral 
onsequences. In the above illustration examples of automatic thoughts include, but are not 
imited to: "You did it now, he will now ask you to leave the program," or "See, this proves that 
ou are not as smart as everybody else." These self-statements would produce some negative 
motionality. It is often in the experience of these negative emotions that counseling is sought. 
reatment then becomes a function of identifying these automatic thoughts and of replacing 
hem with more functional, accurate ones. Understanding the client's schemata through focusing 
n the reported automatic thoughts may assist the therapist in the process of therapy. 
dditionally, the identification of automatic thoughts can also aid in another component of CBT; 
he case conceptualization. 
Component #3: The Case Conceptualization 
Case conceptualization is a foundational piece in the therapeutic process. A good 
onceptualization will provide an understanding of the client and his or her problems in three 
imensions. An accurate case conceptualization provides insight into explaining the client's past 
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feelings and behaviors. Second, the case conceptualization can provide a commentary on the 
client's present experience. More specifically it should potentially reveal why the client 
currently thinks, feels, and behaves in the manner that he or she does. Finally, this case 
conceptualization will offer an understanding of future behavioral/emotional patterns. This 
conceptualization has the potential literally to create a predictive element within the treatment 
process. Ultimately, the case conceptualization can generate some aspect of predictability in 
terms of future behaviors, thinking and feelings. This process is not static, but is constantly in 
transition, becoming further modified as more information is available. Effective treatment 
appears to be related to an accurate case conceptualization (Freeman, et aI., 1990). The therapy 
may appear disjointed and inconsistent without a good case conceptualization. 
The first step in developing an effective and accurate case conceptualization is the 
problem list. With this documentation of presenting problems the second step can begin to take 
shape. Built on this problem list the treatment goals can emerge. The therapist and the client 
collaboratively begin to construct the treatment goals. These goals help shape the weekly 
sessions, providing a purpose and rationale to each of the prescribed interventions and 
objectives. The conceptualization process continues as the therapist, armed with a problem list 
and subsequent treatment goals, strategically utilizes clinical interventions. The objective of 
these interventions is to address the problems effectively, yet to remain consistent with the 
therapeutic goals. The skilled practitioner, utilizing targeted interventions, may draw from varied 
cognitive and behavioral techniques. These techniques are applied with specific intention and 
purpose. Integrative cognitive behavioral therapy may draw on a compilation of numerous 
religious adaptations of more conventional CBT. These have been shown to be more effective 
because they are more in line with the client's religious schema and thinking patterns (Neilson, 
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Johnson & Ellis, 2001). According to CBT, the techniques in addressing depression will likely 
address the components of Beck's cognitive triad (Beck, 1967). ' 
Component #4: The Cognitive Triad 
Cognitive behavioral therapy conceptualizes depression in terms of an underlying 
negativistic perspective in all three domains of Beck's cognitive triad (Beck, 1967). This triad 
describes a schematic presentation that is reflected in the clients' beliefs, in three distinct areas. 
The first area focuses on the client's view conceming self. The second area focuses on the 
client's view of others or of the world. The third perspective considers the client's beliefs 
regarding his or her future. Depressed clients often maintain specific and understandably 
negative beliefs within the context of these three dimensions. 
Severely depressed clients may have the tendency to see themselves in a highly critical 
fashion. "Worthless" would best characterize their prevailing opinions of themselves. They 
selectively attend to negative personal attributes while neglecting other more positive ones. 
These negative views are generally seen as being global and stable in nature. In addition to these 
beliefs about self, they view negatively their interactions with others. They may also consider 
others as being discoID1ected, dismissive and disinterested in their personal needs and concems. 
Observations into their cognitions may reveal thinking such as, "Nobody cares for me because I 
am no good." In this case they see themselves as helpless. No one can help, not friends, not 
professionals, and not God. They are completely helpless. Finally, the depressed client is likely 
to view the future as hopeless, grave and gloomy. Things will not get better; in fact, these clients 
believe that things will actually become worse. This deep sense of hopelessness is often a 
significant precursor to acts of suicide. The inventories that assess levels of suicide risk tap into 
this component of hopelessness. 
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Component #5: The Process of Cognitive Restructuring 
The treatment for depression, from a cognitive behavioral perspective, should work 
within this triad. It should address maladaptive beliefs and restructure the firmly held cognitive 
distortions. The beliefs generate negativity in the clients' views of themselves, of others and of 
the future. (Beck, 1967; Freeman, & Dattilio, 1992). Cognitive therapy has historically been 
comparatively more effective than other models in treating both depression and suicide 
(Freeman, & Dattilio). The specific cognitions that are often present for the depressed and 
suicidal clients are those which revolve around the theme of hopelessness. In fact, studies 
indicate that this component of hopelessness is the single best predictor of eventual suicidal 
attempts (Beck, Steer, Kovacs, & Gan-ison, 1985). This perspective is highly shame-based and 
negativistic. The depressed client is ultimately overwhelmed with a deep sense of hopelessness. 
The following statements offer a further example of the schema of hopelessness in the context of 
Beck's triad. "Things will never get better for me," (future) "I have nothing in the future to look 
forward to," (future) or "I am alone and no one will ever really want me" (future, others, self, 
worthlessness). In the context of clinical depression and the risk of suicide, this underlying sense 
of hopelessness prevails, generating a plethora of negativistic thoughts and cognition. This 
hopelessness can become so significant for some that they conclude that the only means of relief 
is through the cessation of life. Cognitive restructuring targets these highly negativistic beliefs 
(Neilson, Johnson, & Ellis, 2001). It begins with identifying the thoughts that can be categorized 
as maladaptive or in-ational. This is usually done through the use of Socratic questioning, 
examining the evidence, or simply the application of a journal. A dysfunctional thought record 
is a fine instrument to assist the client in identifying not only the maladaptive thinking, but can 
also be helpful in con-elating thoughts with feelings. Based on this identification process, the 
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actual restructuring process can ensue. Restructuring this thinking mechanism requires a careful 
and systematic approach. Restructuring is fundamentally the replacing of the maladaptive 
thoughts with new, more adaptive thinking patterns (Freeman, et a1. 1990; Freeman, & Dattilio). 
This step is done in a Socratic and collaborative fashion. The client is walked through the stages 
of self-discovery with the ultimate goal of restructuring his or her thinking patterns. Relief of 
symptoms comes as a consequence of this process of cognitive restructuring. The changed 
thinking then begins to produce a better emotional and behavioral state. 
Component #6: Faith Integrated with CBT 
Faith, and the belief that God cares for the individual's current and future state, has been 
shown to provide a protective element. Studies also support this notion. The literature suggests 
that when elients view God as warm and caring, and perceive their religion as supportive, 
positive outcomes ensue. These clients were more prone to have better mental health, and were 
also found to be less likely to abuse substances (Kirkpatrick, 1997; Johnson, Ridley & Neilson, 
2000). Religious faith has also been found to provide an impOltant individual resilience for 
suffering clients (Bonanno et aI., 2001). Bonanno and associates have found that religious 
involvement is a powerful coping resource in fostering resilience during periods of bereavement 
and despair. This is accomplished by offering affirmation, hope and social support. Faith's 
social network is a potent stabilizing force for the suffering client. This is attributed primarily to 
the confirmation of the clients' beliefs within the larger, rather supportive system: the religious 
community. 
Empirical Data Regarding CBT and its Efficacy in Treating Depression 
Any discussion regarding the treatment of depression fits perfectly in a research paper on 
cognitive behavioral therapy. Depression was, after all, a starting point for Aaron Beck and his 
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theory on cognitive therapy (Beck, 1967). Cognitive therapy has been very widely researched as 
an effective treatment of recurrent Major Depressive Disorder (Yates, 1992; Freeman, & 
Dattilio, 1992). A Task Force representing the American Psychological Association (Division 
12) convened in 1995 to match empirically validated therapies with specific disorders. They 
identified eighteen of them. In review they concluded that cognitive behavioral therapy was 
found to be a first-line treatment for mild to moderate depression (Chambless & Ollendick, 
2001). Philpot and Bamburg (1996) studied sixty undergraduate students who reported severe 
depressive symptoms. These individuals were asked to rehearse positive self-statements three 
times a day. After two weeks, the students demonstrated a decrease in depressive symptoms and 
an increase in self-worth. In a similar investigation Peden et a1. (2000) designed a random 
controlled study with ninety-two college women. These women in the experimental group were 
instmcted to limit negativistic thinking and to utilize CBT techniques. Six weeks following the 
investigations, the CBT intervention group had a greater reduction in depressive symptoms. Six 
months later the re-evaluation found that these positive outcomes were maintained (2000). 
In addition to isolated experimental studies, a meta-analytic review also endorses CBT as 
a first line treatment. Craighead and associates further affirm that CBT is the highly researched 
psychosocial intervention for Major Depressive Disorder. They categorize it as a "directive 
therapy designed to change the depressed client's negativistic view of the self, world, and future" 
(2002, p.248). Sanderson and McGinn (2001) conducted a meta-analysis of research literature 
between the years of 1980 and 1998. After careful investigation their findings were conclusive. 
They determined that when taken as a whole, the substantial evidence finds that CBT is a highly 
effective treatment for depression. Finally, Pinquart and Sorensen (2001) found further support 
for CBT in the treatment of depression. In their meta-analytic reviews of 122 psychosocial and 
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psychother~peutic intervention studies with depressed elder adults, the results showed that CBT 
had above-average effectiveness on reducing symptoms associated with depression. In addition 
to a decrease in depressive symptoms, the findings suggested an overall increase in levels of 
personal well-being. 
CBT Integrated with a Faith-Based Approach 
Religion maintains a pervasive influence in the United States. Studies reveal that 92% of 
the American population is affiliated with a religion and 96% profess a belief in God or in a 
universal power (Gallup, 1995). Hoge (1996) further reinforces the notion of religious 
prevalence. He observed that 91 % of Americans report an explicit religious preference, stating 
that church membership has dropped during the past 30 years; however, 71 % of those religious 
individuals continue to maintain membership at a local church or synagogue (Hoge). 
Multiculturalism has also brought about an increase in interest in religious counseling. 
The "fourth force" in psychology aims at unilateral acceptance of varied cultural 
perspectives. Religion will fit appropriately within this category. Religious experience is not 
only part of multiculturalism but also is highly congruent with the overall direction of the 
postmodern perspective (Worthington, Kurusu, McMullought, & Sandage, 1996; Samovar & 
Porter, 2001). The noteworthy, growing interest in religious counseling is consistent with an 
increasing regard for religion and spirituality in the overall population (Hill & Butler, 1995). 
Many individuals are purposely seeking therapists who are explicitly religious. Managed care 
organizations, because of the escalating demands for religious counselors, are supporting the 
development of religious counseling centers. These organizations are employing large number 
of religious counselors who regularly treat clients who maintain strong religious values 
(Worthington, et a1. 1996). These aforementioned studies clearly suggest that with some 
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religiously oriented clients, spiritual belief plays a vital dimension in their overall perspectives 
regarding physical and emotional health. \Vith this increasing interest in mind, the issue of faith 
is to be addressed and integrated in therapy to maximize treatment results (Johnson, 2001). 
In spite of the pervasive nature of religion and the need for integration there are 
indications that a good pOltion of the religious population does not readily utilize mental health 
services (Johnson, 2001). There are multiple reasons for this underutilization. The primary 
reason for this neglect may relate to the clients' beliefs that the therapist is ignorant or is simply 
unaware of their religious views (Johnson). Many highly religious clients inaccurately assume 
that the secular world of psychology does not understand their important beliefs and faith values 
(Worthington & Sandage, 2001). They pre-judge based on the long, conflicted history of faith 
and psychology. This attitude will often cause more problems than desired. 
An additional cause for this underutilization is the area of therapist ignorance regarding 
certain aspects of clinical care. Many therapists who do not regularly integrate faith/spirituality 
in counseling may lack an understanding of the research data on the process integration. These 
clinicians do not have access to studies that accurately conceptualize the faith-oriented client. 
Even though the highly religious client population is an increasing present topic of current 
research, this segment, overall, is not adequately represented in the present day psychiatric 
literature (Johnson, 2000). 
Historically, the majority of the research done in the area of integration has focused on 
combining faith and CBT for the treatment of specific mood disorders (Worthington & Sandage, 
2001). The integrative model discussed in Psychotherapy in the Religious Framework is similar 
in theory and builds on this fonner research (1992). Specifically, it focuses on the therapies that 
concentrate on cognitions and their correlations with the emotional and behavioral status. 
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Numerous studies integrating CBT and faith have shown similar results. When compared to 
other modes of non-integrative treatments, the integrative approach produced outcomes that were 
the same, if not better, for the religiously oriented client. For a more thorough description of this 
integrative model see Psychotherapy in the Religious Framework (1992). 
Faith as a Variable for Treatment Outcomes 
The Historical Perspective of Integration 
The quest to integrate psychology with religion is not new. Van de Kemp (1985) pointed 
out that the integration of psychology and religion has existed ever since psychology initially 
established itself as an independent discipline in the mid-nineteenth century. An early indication 
of integration was revealed from the writings of Christian Psychologies. These individuals were 
religious writers who discussed various subjects revolving around the topic of human nature 
from a spiritual perspective. The works of these scholars locate the origin of integration back to 
1840. From this early begilming, to Peck's modem, popularized version of integration, The 
Road Less Traveled, (1978) there has been tremendous change. Van de Kemp has reviewed this 
vast historical movement over the course of the last century. Through the process of this research 
she has identified 37 institutions and 17 separate scholarly joumals devoted to the subject of 
integration. Integration is a vital piece of psychology's historical landscape. However, it has not 
always been perceived in a positive mmmer. 
The history of religion and psychology has been characterized for some by great conflict. 
Freud communicated his disdain of religion in his publication of The Future of an Illusion in 
1927. In his writings he portrayed religion as fundamental products of wish fulfillment and 
fantasy. Fear, he theorizes, is the underlying motivational force driving the adult to the 
protection of a divine father figure. Religion therefore emerges as an adaptation to feelings of 
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helplessness and to needs for protection from suffering. He concludes by suggesting that 
religion is essentially a negative coping mechanism put in place to hold back intense negative 
emotions. Freud describes "religious believers in a state of psychical infantilism and by drawing 
them into a mass-delusion, religion succeeds in sparing many people an individual neurosis. But 
hardly anything more." (Freud, 193011961, pp. 31-32) 
A contemporary of Freud, Carl Jung, presented a radically different picture of religion 
than that of Freud. In contrast to Freud's belief that religion and spirituality were illusory wish 
fulfillments, Jung viewed them as reflective of the soul and as realities that are psychotherapeutic 
in nature. Jung saw religion and spirituality as fundamental to the human experience as opposed 
to Freud's belief that they are delusional and are distortions of reality. Regarding the place for 
the divine, Jung comments, "Man is never helped in his suffering by what he thinks of himself; 
only supra-human, revealed truth lifts him out of his distress" (Jung, 1978, p. 253). Freud and 
Jung represent two somewhat opposite positions. Wilber (1995) observes that Freud's position 
represents a reductionistic view. This view generalizes all religious phenomena and beliefs and 
reduces them to a low pre-rational state. On the other hand, Jung takes an evolutionist's view. 
This perspective proposes that all human problems can be viewed through a religious lens. The 
problems, they suggest, will be remedied as a consequence of a spiritual or religious experience. 
Beyond the early writings of Freud and Jung, some current theorists have also expressed some 
very strong views on the role of religion in the therapeutic setting. 
Early on in his theoretical development, AlbeIt Ellis (1984) maintained a very strong, 
contentious position towards religious beliefs and mental/emotional health (Ellis, 1982; Johnson, 
Ridley & Neilson, 2000). Initially, Ellis concluded that religious beliefs were negative, irrational 
and psychologically disturbing (Johnson et a1.). In addition, he suggested that the concept of sin 
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is a source of psychopathology (Johnson et a1.). Finally, Kirwan (1984) classifies these early 
works of Ellis as "un-Christian" because of Ellis's belief that human rationale and logic are the 
basis of all truth. Ellis (1984) expanded his position on the imp011ance of the rationale to state 
that nothing is supreme, neither God nor man, and that "believerism" is essentially an emotional 
disturbance. From these early days he continued to develop and adjust his view regarding faith. 
Eventually, he began promote a different perspective. His moderation was evidenced in his 
expressed position that there could be a benefit in certain types of religious beliefs. His 
negativistic concept of religious belief slowly began to subside. Ultimately, he determined that 
healthy, balanced religious beliefs should be accepted, and on some level could actually assist 
the individual (Ellis, 2000). He concluded that religious or non-religious beliefs in and of 
themselves do not actually make people "healthy" or "unhealthy"; rather, negative results come 
from the kind of religious/non-religious beliefs (Ellis). 
Cognitive Behavioral Therapy (CBT) has a less extreme history. CBT, as a form of 
psychotherapy in general, tends to be more culturally neutral. Despite this theoretical neutrality, 
some segments of the population, including the faith-oriented, can be ignored. Although CBT 
has been effective in treating clinical depression, it does maintain some core values that can 
hinder the process of integration. Values such as personal autonomy and self-efficacy as intricate 
aspects of mental health may actually clash with the cultural values of some religious 
individuals. Those espousing a strong faith commitment often regard these values as alien to 
their assumptive world of relationship to a divine being. Therefore, CBT, which is supposedly 
value free, could be more effective for highly religious clients if these questionable values could 
be placed in a religious framework more consistent with their value system (Propst et a1.). 
Conceptualizing Falth: Intrlnsic vs. Extrinsic Faith 
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Worthington (1988) created a model for understanding the faith continuum often present 
in the religious community. It starts with the premise that highly religious people, defined as 
those who score in the upper 10% -15% on measures of religious commitment, tend to view the 
world differently from less-religiously committed people. He categorizes more religiously-
oriented individuals as those possessing an intrinsic faith. Implied within the concept of intrinsic 
faith is the idea that the primary function of faith is to benefit the person on an internal, personal 
level (Worthington, et, al. 1996). Worthington describes individuals who hold a less religious 
point of view as possessing an extrinsic faith. These individuals allow their religion to playa 
more external, social role in their lives. Individuals with intrinsic faith, according to 
Worthington, view the world differently from the less religious. 
Those participants with who maintain an intrinsic faith evaluate themselves and others on 
three primary value dimensions. These individuals ascribe imp0I1ance to the Scriptures or to 
some other fOIm of sacred writings; they hold the religious leaders who govern their religious 
organizations in high esteem, interacting with them regularly and value their own primary 
religious group. On the contrary, those who report a more extrinsic religious experience tend to 
omit such values and esteems. This different perspective of the world is fundamental to the 
issues of clinical care. Worthington and Sandage (2001) further postulate that high religious 
commitment has predicted a preference for valuing similar therapists, pre-therapy expectations, 
reactions to challenges regarding behavior, beliefs and values and finally, to perceptions of 
counselors. This has been shown to be consistent both for Protestant Christians and for 
011hodox Jews (Wikler, 1989; Keating & Fretz, 1990). In fact, the research of Worthington 
(1996) suggests that one of the primary issues of treatment importance is not necessarily the 
religion of the clients but rather their level of religiosity; be it intrinsic or extrinsic. The clients' 
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religious level, as Worthington notes, affects the way the persons see the world, themselves, 
others, and the therapeutic process (1996). Therefore, the initial treatment objective should be to 
assess a client's level of religiosity and use that information to build a model of therapy that 
supports the level of faith determined by the assessment. 
Faith and Health 
A client want to be, and should be, treated as a whole person, not a disease. This concept 
of the whole person includes physical, emotional and spiritual dimensions. Ignoring any of these 
dimensions may leave the client feeling unfulfilled, and may actually hinder the healing process 
(Koenig, 2000). The spirituality of the client is an important component to the healing process 
that C31IDot be ignored. Many seriously religious people use their spirituality to cope. In fact, the 
relationship between religious involvement and various aspects of mental health have been 
examined in over 850 studies. The results have shown that through faith and spirituality, 60%-
75% of those investigated report better mental health and adapt more successfully to stress 
(Koenig, 2000). Religious involvement is a pervasive practice that actually has been shown to 
predict successful coping with physical illness (Koenig, 1998). Clients who report high intrinsic 
religiousness tend to a more rapid remission of depressive symptoms (Koenig). Of the 22 
prospective cohort studies, 15 of them revealed that the greater the level of client religiosity at 
baseline, the lower the rates of depressive symptoms at follow-up (Koenig, 2001). Research has 
also shown briefer periods of depression with the highly religious (Koenig, George, & Peterson, 
1998). Faith decreases the intensity and the duration of depression. Religion and a high intrinsic 
faith have also been shown to decrease levels of anxiety. Miller and associates (1995) have 
found that religion decreases the duration and level of anxiety in those clients who are being 
treated for anxiety disorders. A meta-analysis of 7 clinical trials reviewed similar findings. Of 
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the seven trials, six reported a significant benefit in terms of anxiety relief through the 
application of religious interventions (Koenig). Further research found that a person who 
possesses a deep intrinsic faith seems to manage physical and psychological disturbances better. 
In addition to providing a reparative component, faith also can offer protective mechanisms. 
Faith as a Protective Factor 
Spiritual beliefs and religious practices are consistently related to greater levels of life 
satisfaction, positive affect, happiness and morale (Koenig, 2001). Sthi (1993; 1994) has found 
that religious individuals are more optimistic when compared with the non-religious. Of the 15 
studies examining a correlation between religiousness and hope or optimism, 12 indicated a 
significantly positive association. In fact, no studies indicated that the religious person was less 
optimistic then the non-religious (Sthi, 1993; Sthi, 1994). Further studies have also reviewed 
faith as a protective factor for physical health. A meta-analysis of 350 .studies has examined 
religious involvement and health. According to meta-analysis, religious people are physically 
healthier, lead healthier lifestyles, and require fewer health services (Koenig, 2000). 
Conceptually, a deep intrinsic faith provides a protective mechanism similar to abstaining from 
cigarette smoking (Koenig, & Hays, & Larson, 1999). A study conducted by HUlmner and 
associates (1999) suggests that church involvement is positively correlated with length of life. 
They concluded that clients who report an intrinsic faith could potentially add 7 to 14 years to 
their life spans. Religiousness is also associated with less recreational drug use. This is 
particularly noteworthy because the figures among young people are consistent with those of 
adults. These studies demonstrate that religious youth engage in recreational drug use less than 
non-religious youth. (Koenig, 2002). Cigarette smoking has also been found to be lower among 
the religious popUlation than it is among the non-religious. Of the 25 studies that quantitatively 
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examined the relationship between smoking and religiousness, 96% demonstrated an inverse 
relationship between religiosity and smoking (Koenig, 2002). Koenig and associates studied 
4000 adults and found that the reason why religiously active subjects smoked less often was the 
fact that the religious individuals were less likely even to have started smoking in the first place. 
This suggests that religiosity can actually deter individuals from starting to smoke in the first 
place (1998). Faith and health have been shown to correlate positively, providing a protective 
factor for those who profess a deep intrinsic faith. 
Introduction to hltegration of Faith and CBT 
Understanding the Concepts of Accommodation and Integration 
The concepts of integration and accommodation have often erroneously been used 
interchangeably in the field of psychological research. People who are unaware of integrative 
treatment models will equate these two terms. There is a distinction that should be set forth in 
understanding this domain of psychotherapy. Accommodative therapies simply accommodate; 
that is, they allow the faith of the client to be discussed in a casual, non-directive fashion. On the 
other hand, integrative therapies are designed to actually infuse the therapeutic process with 
religious conceptualizations. Those clinicians that practice integrative therapy must be aware of 
the subtle intricacies of their client's religious beliefs in order to integrate it effectively in 
counseling (Nielsen, Johnson, & Ellis, 2001). 
The term integration, when compared to others, is more often recognized when 
discussing therapies designed to treat a specific type of client, or one with distinct characteristics. 
In the case of this study the CBT is integrated with the client's faith to treat the highly religious 
client. The following section will be devoted to discussing the small group of outcome studies 
that have focused on integrative psychotherapy. By definition, integrative psychotherapies seek 
to alter standard therapies to correspond to the values of the client. Studies that investigate this 
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integrative process will often compare the integrative approach with a more standard one. There 
are, however, limitations with the current number of studies. Many of these investigations 
ignore the relational or therapeutic alliance variables. These components of the treatment setting 
are very powerful, and can often account for the real success or failure of the therapy. Therefore, 
any conclusions regarding the efficacy of a model of therapy, whether it be accommodative, 
integrative or traditional, should be interpreted in the context of these and other intervening 
variables. Another limitation to the current group of research studies is the lack of varied sects 
and religions. Currently, the majority of the studies discuss Christianity and Islam. Further 
research should include other religious traditions that have been lacking in research to date 
(Worthington & Sandage, 2001; Nielsen, Johnson, & Ellis, 2001). 
Five studies have compared standard CBT and a Christian integrative version of CBT in 
the context of individual psychotherapy. All five of these studies have employed cognitive 
oriented therapies, (CBT or REBT), for the treatment of depression. The most recent meta-
analysis of this group of studies is conducted by both McMullough (1999) and Worthington and 
Sandage (2002). These studies seem to consistently demonstrate that integrative CBT for 
Christian clients, utilizing such religious components as the Bible, religious imagery, and 
reference to Christian theology, has been equal or at times superior to standard Beck-style CBT 
with Christian clients in reducing depressive symptoms (McMullough; Worthington & Sandage, 
2001). Additionally, the integrative approach has consistently been superior when compared to 
secular therapy in increasing spiritual well-being. These results have persisted after two years of 
follow-up. Interestingly, both Christian and non-Christian therapists have effectively 
administered these integrative therapies. This suggests that it is not as important that the 
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therapists have a similar faith as their clients, but that the clinicians treating the clients follow the 
integrative protocol closely. 
Another interesting fact emerged from this pool of studies. McCullough (1999) 
conducted a meta-analysis of the five outcome studies reviewed in the above section. The mean 
effect size was rather insignificant, d=18. As mentioned earlier, these findings suggest that the 
religious-integrative approach, if not superior to, was equally effective as standard approaches in 
reducing mood symptoms. McCullough further observed that client preference might be an 
essential criterion for the decision making process in determining the therapeutic approach. In 
other words, the client's preference is important, and can be a tremendously significant variable 
when choosing whether a standard or an integrative treatment would be most effective. 
Prerequisites to Religiously Sensitive IntenJentions 
Specific steps must be considered as one approaches the therapeutic process. These 
strategies will assist the therapist hoping to integrate faith and CBT with the highly religious 
client. 
Prerequisite #1: Therapist Characteristics 
Therapists' characteristics include ilmate personal traits, technical skills that may be have 
been acquired through training, and personal experiences in the treatment setting (Johnson et aI., 
2000). Also included are their knowledge, awareness, attitudes, beliefs, emotional disposition, 
and cognitive abilities. It has been found through the work of Johnson that clinicians hoping to 
integrate faith in treatment should have a workable awareness of the client's religious beliefs. 
This does not require that clinicians be of the same religious faith, but rather that they need to be 
able to integrate religious distinctions with some ease (Johnson; McCullough, 1999). Johnson 
and associates discussed two levels of understanding that an effective therapist should possess. 
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The first level consists of a general knowledge of basic religious beliefs, but the second level 
incorporates more specific, integrated understanding. Having developed knowledge in both 
areas, general and specific, it is likely that the therapist becomes better able to accommodate the 
client's religious beliefs. In addition to this general and specific knowledge, the therapist should 
further be cognizant of multi-religious rituals and experiences esteemed by various religious 
. communities (Johnson, et al.). Foundationally, it has been shown that religiously sensitive 
intervention starts with the therapists' own beliefs about religion, about their religious clients, 
and about the religious community in general (McCollough, 1999). It has been hypothesized that 
the degree to which the therapists have valued or respected their own faith values, the more 
likely will they be able to value the clients' faith values (McCollough). The process of becoming 
more effective as a therapist in working with the religiously-oriented may actually center on the 
capacity of the therapist to integrate these skills and characteristics within himself or herself. As 
this process of familiarization continues, he or she may become better able to navigate the 
therapeutic process successfully with the religiously oriented client. 
Prerequisite #2: The Therapeutic Process 
Once the therapist has capably established a general and specific knowledge of the 
religious client, the second important step focuses on the actual therapeutic process. ImpOltant 
considerations at this point are the possible implementation of religious resources or rituals such 
as the use of scriptures, fasting, or prayer (Worthington & Sandage, 2001). A further 
intervention is the careful use of disputation to confront dogmatic, inappropriate beliefs. For 
example, instead of telling a client that he/she should stop believing those "crazy" things, it 
might be more effective to question his/her current beliefs in light of the sacred writings or 
affiliation to the church. The therapist could also suggest the investigation of dysfunctional 
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thinking pattems in view of the prevailing notions of religious appropriateness (Nielsen, 
Johnson, & Ellis, 2001). 
Prerequisite #3: Specifying Treatment Goals 
Setting treatment goals with the highly religious client also requires some level of 
specificity. There are both similarities and differences between the religious and non-religious 
when establishing treatment goals. Treatment outcomes can include reduced client attrition, 
improved client satisfaction, increased client motivation for change, greater religious behavior 
and enhanced religious well-being. Johnson and associates (2000) suggest that the therapists' 
characteristics and the therapeutic process work together to create these goals. They further 
postulate that increased knowledge in the religious intricacies of the client will foster an even 
greater awareness of the distinctions of the therapeutic process, thus producing more specific and 
attainable treatment goals. When this occurs consistently, it is hypothesized that the treatment 
outcomes will also be positively influenced. CUITently, however, there is a demand for 
additional research and theory building to more pinpoint efficacy of the treatment process 
specifically in the religious context. 
Theoretical Compatibility 
The Role of Beliefs 
There are many reasons why cognitive therapies are compatible with religiously oriented 
individuals. First, these therapies focus on belief, the very thing that is valued in religious 
communities (Johnson, 2000). People who attend church are often referred to as members of the 
faith community. Faith, from a secular perspective, is essentially a specific belief or a distinct 
way of viewing something. Therefore, religious people are very much aware of the importance 
of faith in their overall existence. In addition, these religious groups more readily associate 
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beliefs with quality of life issues (Johnson et a1., 2000). For example, many in the religious 
community who attest to an intrinsic faith repOlt that because of this faith they experience less 
anxiety and WOlTY, because they are able to believe that God will take care of their problems. It 
is evident in this example that a specific belief or a set of beliefs correlates with emotional 
health. Finally, both religion and cognitive behavioral therapy endorse the centrality of one's 
cognitions. CBT and religion propose a connection between beliefs, emotions and behaviors in 
the lives of human beings (Neilson, Johnson & Ridley, 2000). One's beliefs, including the 
overall thinking processes, are also carefully examined and valued within the religious client and 
faith community. 
The Role of Meaning 
The role of meaning reflects another area of congruence between CBT and religion. 
Meaning refers to an intrinsic value or impOltance placed on some often-abstract aspect of life. 
Viktor Frankl developed Logotherapy as a means of identifying the impOltant role that meaning 
plays in a person's life (1959). Frankl espoused a view that a person's underlying life meaning 
had a tremendous influence on personal well being. The work of Cognitive-oriented therapies, 
particularly REBT, tends also to be deeply existential and philosophical in nature (Johnson et al., 
2000). A sample of some philosophical views held by REBT may include the fact that a human 
being is a free will agent who is both fallible and capable of doing right or wrong. 
Understanding these beliefs or meanings can become noteworthy variables in the context of 
therapy. The therapist, building on these meanings, can more readily apply motivation and the 
self will to integrate the necessary personal changes (Johnson et al., 2000; Hays, 1995). This 
tendency to meaning, existentialism and philosophy integrates well with most religious clients. 
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The materialism present in secularism is often neglected for the highly spiritual client. These 
individuals are more prone to focus on deeper meaning and existential beliefs. 
The Role of Teaching and Education 
A further reason to consider the compatibility of religion and cognitivelbehaviorally 
oriented therapies is the mutual emphasis on teaching and education (Neilson, 2000). The 
religious community encourages the indoctrination of its practitioner. Indoctrination, as 
cognitive restructuring, has as its aim the changing of one's beliefs. To accomplish this goal, the 
religious community encourages reading scriptures, leaming creeds and reciting prayers. They 
further utilize sacred literature, as well as attending Sunday school and other formal religious 
classes. Cognitive behavioral therapies are more likely to use appropriate reading as a means of 
bibliotherapy along with weekly psychotherapy sessions. This similarity is also found in the 
comparison of Scriptural memorization and positive affirmation or self-talk. With all 
educational interventions mentioned, the fundamental idea or goal remains the same. Therapy 
and religious involvement has as an objective the changing of one's beliefs through careful and 
systematic study of meaningful material. 
The Role of Behavioral Rehearsal 
One final area of compatibility is in the domain involving the practice of behavioral 
requirements. Religious institutions may request one to complete sacramental processes or recite 
specific creeds. All these behaviors have, as a primary purpose, the strengthening and 
developing further the individual's faith through practice and exposure. The cognitive oriented 
therapies also highly emphasize the applications of behavioral rehearsal (Johnson et al., 2000). 
These behavioral changes can at times be effectively synthesized into one's life through 
appropriately integrated homework assignments. Homework is an important ingredient in the 
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therapeutic process. The underlying assumption is that applying new behaviors as a means of 
leaming should be practiced so that long term, meaningful change will take place. Therefore, at 
the end of almost every session, the clinician and the client agree upon some homework. This 
homework is again revisited at the start of next session (Freeman, Pretzer, Fleming, & Simon, 
1990). These assignments strengthen the already leamed material, create a bridge from one 
session to another and encourage behavioral changes outside therapeutic sessions. 
Application through a Case Study 
The next section will apply some of the already discussed information in a case study 
format. Specific attention will be given to the actual technique of integrating cognitive-oriented 
therapy to a religiously sensitive client. The following case study was taken from the work of 
Johnson (2000) in his research on REBT with religious clients. 
"Renee is a college sophomore at a small Christian university. She is transported 
voluntarily to a local mental health clinic for emergency triage due to concerns, 
on the part of her peers, that she is acutely suicidal. Her roommate and a 
university administrator escort her. An REBT practitioner is assigned to the case 
and begins a formal intake session .... She is obviously distraught. She has been 
sobbing recently and there are bags under her eyes. Renee admits to some 
suicidal ideation, though there is no plan or immediate intent. She describes 
feeling hopeless, "lost" and "fallen." The therapist learns that Renee's acute 
symptoms have persisted for approximately 3 days, and that the onset of her 
distress coincides directly with her first experience of sexual intercourse. 
Although she describes the sexual experience as consensual, she believes firmly 
that she has committed a serious sin by engaging in premarital sexual relations ... " 
In this case the therapist is challenged to determine the strong connection between 
Renee's imbedded, persuasive religious beliefs and her corresponding emotional turmoil. 
Without an integral application of the previously mentioned strategies, this attending clinician is 
likely to be ineffective. Therefore, careful application of a well-designed integrative treatment is 
likely to bring about a positive treatment response for this religious client (Johnson, 2000). 
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Step One: Develop an Accurate Conceptualization 
The first stage of effective treatment involves generating a case conceptualization 
(Freeman, et .al 1990). The concept of case conceptualization is not unique to counseling with 
the religiously oriented, but the process of developing an accurate case conceptualization may 
require some understanding of the person and his or her spiritual beliefs. It is somewhat 
apparent in Renee's case that she is experiencing acute depression and overwhelming guilt. 
These two powerful emotional states have evolved because of her beliefs about herself and God, 
in light of the sexual event. With this initial evaluation in mind, these beliefs regarding self and 
God should be the focus of her treatment. 
To develop this conceptualization a thorough assessment should be conducted. This 
evaluation should include the client's psychiatric and religious history, as well as a general 
psychosocial assessment. The objective at this stage is to create an understanding of the client's 
religious paradigm and how this view interacts with the presenting problem (Johnson, 2000). 
Step Two: Develop a Workable Understanding of Religious Distinctions 
Upon completion of this initial assessment, the clinician may still maintain numerous 
questions regarding religious presuppositions. The next step the therapist should take in this case, 
both from an ethical and from a professional standpoint, is to consult with a local priest or clergy 
member. This consultation will assist the therapist as he or she becomes more aware of the 
sacred writings, including the metaphors that are often a part of religious communities. This 
information helps the clinician to assist the client effectively by communicating psychological 
interventions in a language that is understood by the religious client (Neilson et aI., 2000). 
Because information has been gathered concerning both Renee and her religious paradigm, the 
actual CBT interventions can take place. 
Step Three: Apply Interventions 
Intervention One: Disputation of Irrational Beliefs 
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The first intervention applied in this case would appropriately be the disputation of 
irrational, illogical or religiously inconsistent beliefs (Neilson, et al. 2000). In the instance of 
Renee, these beliefs can be derived through some Socratic-type questioning (Freeman et aI., 
1990; Neilson, Johnson & Ellis, 2001). This allows both the therapist and client the opportunity 
to come to a place of recognizing dysfunctional thinking patterns, automatic thoughts, and/or 
schemata problems (Freeman et al.). In Renee's case, she has to evaluate her beliefs about God, 
herself, and this particular act in light of the scriptures (Neilson, et al.). It appears that Renee is 
catastrophizing and generalizing. She believes she is not lovable and is unforgivable in God's 
eyes. She believes that she has committed the unpardonable sin and is no longer of any value. 
This schematic view, in turn, is creating significant emotional turmoil. These dysfunctional 
thinking patterns can be addressed and be replaced with a more balanced and accurate 
perspective. This cognitive restructuring process can be accomplished by utilizing Old Testament 
examples of great spiritual leaders who sinned, yet whose lives were not ruined, and God still 
loved and forgave them. In addition to offering examples, quotations from sacred writings that 
describe God's forgiveness and unconditional love can be included appropriately, producing 
effective restructuring objectives. In this process of disputation, the therapist is addressing the 
religiously illogical belief system that is creating significant distress. Through the process of 
repentance or changing her thinking, Renee is being reconciled to God. It is an intervention both 
on psychological and on spiritual levels. It is decreasing the distress through cognitive 
restructuring while at the same time increasing a sense of well-being by helping her to reconnect 
with her God and removing the shame and doubt associated with the act of sin. Integrative 
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therapy is demonstrated in this case through an ethical, gentle, and most importantly, religiously 
oriented maImer as the restructuring process unfolds. 
Intervention Two: Homework 
The therapeutic process will include the assessment stage, the conceptualization process, 
and the application of interventions. An important part of this whole process is the use of 
homework assigmnents and behavioral interventions. Incorporating faith-specific homework 
assignments can be power treatment tools (Neilson et aI., 2000; Neilson, Johnson & Ellis, 2001). 
Renee and her therapist may agree that specific Scriptural references concerning forgiveness and 
God's love could be memorized. Combining a dysfunctional thought record with the memorized 
scriptures can be a powerful means of cognitive restructuring (Freemen et a1.). She may also 
want to do specific Bible studies on Biblical figures that endured painful times and disobeyed 
God, yet received God's pardon of forgiveness. She may also want to develop a strategy of 
chastity in an attempt to establish sexually appropriate boundaries in her future dating 
relationships. This homework is designed to solidify the already occurring cognitive changes as 
well as creating a basis for future more-effective cognitions and behaviors (Freeman et aI., 1990; 
Neilson, Johnson, & Ellis). 
Ethical Concerns 
The Multicultural Influence 
Religion is a pervasive influence worldwide. Therefore effective and ethical treatment 
mandates a workable understanding of this client-variable. The importance of becoming aware 
of religious issues in the context of treatment is further evidenced by the inclusion of a separate 
category in the Diagnostic and Statistical Manual of Mental Disorders, Fourth ed. (AP A, 1994 p. 
685). Even the Ethical Principle of Psychologists now requires members of the American 
Psychological Association (AP A) to view their clients' religion as a significant component in 
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their issues of treatment. They further note that this may require special knowledge and training 
on the part of the clinician. Finally, the 1992 APA Code of Conduct specifies that in the absence 
of qualified religious services from a psychologist, an appropriate referral for the client is to be 
made. This is to ensure proper and complete treatment for the spiritually oriented client. 
Religion is a pervasive aspect for many clients; therefore, ethical treatment in some cases not 
only requires, but also hinges on this single variable. In the case of religion, as in all other client 
distinctions, understanding one's abilities and limitations is therefore very important for effective 
treatment to occur. 
Mlsunderstandlng of Client's Culture 
It has been shown that religious integration and professional therapeutic ethics have 
much in common (Neilson, Johnson & Ellis, 2001). The technically sound clinician should also 
seek to be an ethically appropriate practitioner, integrating faith or spirituality in the therapeutic 
process (Hays, 1995). Awareness of cultural diversity is an important aspect of effective 
therapy. Religious perspective is, without question, a significant part of one's cultural structure 
(Hays; Somovar & Porter, 2001). When treating the religiously oriented client, a goal is to 
maintain an awareness of the inherent limitations of cognitive therapies. Cognitive behavioral 
therapy is often presented as a value-neutral psychotherapy. Unfortunately, much well-meaning 
psychotherapy proposes this value-neutral approach, yet it fails to actually maintain such a high 
standard. The founders of cognitive behaviorism have been individuals of a dominant group 
(i.e., university-educated, Euro-American men); therefore, these dominant groups' values are 
assumed by many non-critical thinkers to be universal. As a consequence of this assumption, the 
values of the less-dominant group can be either ignored or actively suppressed (Hays; Somovar 
& Porter). Assertiveness, personal independence, verbal ability, and goal-oriented change are 
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highly valued in this Euro-American model. This is ultimately problematic because to greater or 
lesser degree these values may be discouraged in many religious worldviews. The Islamic faith 
embraces submission to Allah, the Christian faith esteems humility, and some sects of the Jewish 
faith regard faith as the pursuit of highly rigid rules. Therefore, from a cultural perspective, 
clinical care should always seek to maintain a deep awareness of the integrated force both of 
culture and of religion, and seek to accommodate these two forces. 
Misunderstanding of Client's Religious History 
A second limitation with CBT is the tendency to focus primarily on the present, and to 
somewhat ignores the client's religious history (Hays, 1995). This historical account may 
describe quite succinctly the significant components of the client's world-view. To further 
illustrate this point, the founder of Cognitive Therapy, Aaron Beck, discussed the triad of beliefs. 
As a means of review, this triad consists of the client's beliefs about self, beliefs about others, 
and beliefs about the future (Beck, 1967). A highly religious person will have this triad 
influenced greatly by a religious perspective (Worthington, 1996). Therefore, to better 
understand one's triad of beliefs, a clinician should have some understanding of how religious 
values are integrated into these beliefs (Johnson, 2000; Neilson, Johnson, & Ellis, 2001). 
Worthington (1996) goes so far as to suggest that the religiously oriented person will actually see 
the world in a distinctively different way from the less religious. In many cases, one's religious 
history influences the construct of the personal schema. Understanding the worldview of the 
religious client then becomes an important treatment objective. For it is in the context of 
understanding these personal schemata that effective cognitive restructuring can take place 
(Haque, 2001). Religion is one of the deepest roots of a culture and therefore it cannot be 
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ignored (Somavor & Porter, 2001). Effective integrative CBT would benefit from an assessment 
process that includes not only the presenting problem, but also a thorough religious history. 
The Excessive Emphasis on the Rational 
An additional limitation of cognitive oriented therapies is its emphasis on rational 
thinking and scientific methods (Hays, 1995). Kantrowitz and Ballou (1992) suggest that a 
cognitive-behavioral orientation tends to reinforce the stereotypical Euro-American view of the 
world. This perspective generally emphasizes materialism over spiritualism, individuality over 
community, confrontation over cooperation. This rational, scientific approach will function well 
with someone who is from a similar conceptual framework as the therapist. In the case of highly 
religious individuals, this approach has the poteiltial at least to fall shOl1 and at worst to confuse 
the highly embedded core beliefs held by the client (Hays). The emphasis on the rational, 
modemistic view and the other limitations associated with CBT are not any indication of the 
ineffectiveness of cognitive oriented therapies. Rather, they act as a waming that most clinicians 
should recognize the fact that not all clients will benefit from a therapy that is pervaded with 
these values. If these are not reconciled on some level, then. these limitations can further increase 
the risk that the counseling process can be negatively influenced. An astute clinician should be 
aware of these things and develop strategies to accommodate the religiously oriented client. 
Therapist-Client Religious Convergence 
Research literature has addressed the question of therapist-client convergence (Beutler, 
Machado, & Neufeldt, 1994). Specifically, research has questioned whether or not a 
convergence of values occurring between the therapist and client during the course of clinical 
treatment improves treatment outcomes. CBT is similar to other forms of psychotherapy because 
over the course of treatment, the client's values will begin to reflect a close approximation to that 
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of the therapist's (Worthington & Sandage, 2001). Only three clinical studies have specifically 
investigated this question. The research has shown that there was a positive correlation when the 
clinician independently rated client improvement in areas of mood and religiosity. This suggests 
that religion, among other areas, may function as an important matching variable (Worthington 
& Sandage). Research went on to note that clients did rate their improvement higher when their 
religious values were actually more liberal or less spiritual than that of their therapists. Maybe 
one of the most interesting findings has to do with the non-religious therapist using an integrative 
treatment manual. Worthington and associates have found that nonreligious therapists have been 
shown to be as equally effective in delivering structured religious accommodative therapies to 
religiously oriented clients as religious therapists. This suggests that when administrating 
treatment the more critical issue may be for the religious client that the actual therapy being 
administered is more integrative in nature in contrast to the intrinsic values of the clinician. 
Clinician values are important, however, in the case of a structured therapy approach; the 
personal values of the therapist are secondary to the delivery of an integrative, structured 
treatment approach. This offers implications for supporting accommodative models for varied 
religions perspectives. 
Manualized Integrative Approach 
lustificationfor Using Manualized Approaches 
Clinicians can often rely on their clinical intuition when they begin the work of 
psychotherapy. However, regular clinical experience will usually cause the therapist to see that 
the task of effective treatment is complex and often overwhelming. Without a doubt, the 
increasing requirement for well designed research, for investigating different disorders by 
applying targeted treatment approaches that will produce relative data aimed at improving 
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clinical practice is greater than ever before. Both clients and third party-payers are demanding 
greater levels of accountability. More and more are expecting certain standards of care that are 
consistent with some of the other health care professions. Ultimately, these consumers are 
requesting practice guidelines that are based largely on the results of empirical investigations 
(Hunsley & Rumstein-McKeen, 1999). The treatment manual has become a reasonable answer 
to all these demands. Increasingly over the past two decades, treatment and training manuals 
have been used to train and better equip both novice and senior therapists (Vakoch & Strupp, 
2000). Proponents of the use of treatment manuals affirm that these tools in the hands of a 
capable therapist provide optimal strategies for guiding treatment in typical clinical practice 
(Hunsley & Rumstein-McKeen,). Manuals can cover many of the relevant aspects of treatment, 
including general therapeutic relationship principles, and offer alternative choices of 
interventions. These manuals can also provide a focus on specific issues and techniques. In 
addition, they have been known to provide altemative strategies when therapy appears to be 
standing still. Finally, these manuals supply a format to which the therapist can refer if treatment 
indicators suggest that plmmed treatment needs to be reexamined and altered if necessary. The 
real strength of manualized treatment approaches lies in the fact that these manuals have been 
developed in the context of research and fundamentally are empirically driven. Kazdin and 
Kendel (1998) affirm the use of manuals as a powerful therapeutic tool. They suggest that if one 
wants to develop, evaluate, andlor use scientifically supported treatments, there really are few 
viable altematives. These manuals effectively codify treatment parameters and strategies for 
various disorders and theoretical approaches. In spite of this strong argument for manualized 
treatment, all are not as supportive as Kazdin and Kendel. Many see some value in the 
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manualized approach, but view their use as limited, and identify very specific limitations with 
these treatment modalities. 
Justifications for Not Using Manualized Approaches 
Bruce Amow participated as a member of an elite board discussing the use of 
manualization for the treatment of Major Depressive Disorder. He articulated some clear 
concems for the use of manualized treatment for the depressed client (Castonguay, et aI., 1999). 
Although he was able to identify some very specific values in the use of treatment manuals, he 
did observe some noteworthy limitations. Primarily, Dr. Amow's concem focused on the overall 
brevity associated with the training of clinicians who utilize the many manuals on the market. 
The training typically can range from a two-day seminar to the total lack of training for those 
who simply purchase a book. Thus he concludes that this lack of a uniform training period can 
hardly prepare one adequately to utilize the treatment manual fully. He goes on to note that these 
manuals are complicated and require thorough training and close accountability. The manuals do 
have value, and the goal to integrate these manuals fully into mainstream practice will be 
precipitated by the development of a whole training infrastructure. Currently this infrastructure 
does not exist across the board. 
Jones and colleagues also report on further limitations associated with the use of manuals 
for treatment of psychological disorders. Their argument focuses on the fact that those who over 
utilize manuals run the risk of under developing interpersonal skills. They went on to note that 
with the extensive use of "cook book" treatment, the skills linked with interpersonal 
development can at best be retarded and at worse be entirely missed (Castongualy, et a1.). 
Effective therapy is made up of many varied aspects. It is argued that manuals can sometimes 
limit the important interpersonal component within the psychotherapy context. Jones concludes 
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by observing that psychotherapy is not just a technique that can be applied in a simple maimer; it 
is not a service-delivery model. Clinical experience along with personal psychology contributes 
to the therapeutic encounter. Furthermore, it has been suggested that manualized treatment can 
often create a false impression that one can learn the treatments quickly and simply. Careful 
treatment is anything but simple (Vakoch & Strupp, 2000). Therefore, communicating this false 
impression can produce ineffective outcomes which are not in the best interest of the client 
(Hunsley & Rumstein-McKeen, 1999). The underlying goal in all of this is to ensure that the 
interpersonal aspect of treatment be carefully integrated with an empirically developed treatment 
manual so that the best outcomes can follow. 
Hypothesis Section 
Research Question 
"Do highly religious clients respond better, experiencing fewer depressive symptoms and more 
religious behaviors, when an integrative cognitive behavioral therapy approach is applied instead 
of a non-integrative?" 
Research Assumptions 
1. Some clients who are treated for depression have a deep, intrinsic faith but others have a 
shallow, extrinsic faith. 
2. Depression in adults can be both chronic and debilitating. 
3. Depression levels influence a client's beliefs regarding self, regarding others and beliefs 
about the future. 
4. Faith in a loving God, or a higher power, may have a mediating effect on overall outlook .. 
These positive beliefs can directly influence levels of depression. 
5. Cognitive and behavioral therapy is an empirically sound means of treating adult depression. 
6. Cognitive and behavioral therapy can include or can exclude elements of a client's faith. 
Research Hypotheses 
Hypothesis One 
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An Integrative Manualized Treatment Model will Decrease Depressive Symptoms in a 
Religious Client as Indicated by Scores on the Beck Depression Inventory-II (BDI-II) and 
Subjective Analysis. 
Hypothesis Two 
An Integrative Manualized Treatment Model will Increase Religious Exercises as 
Indicated by Scores on the Religious Behavior Inventory (RBI) and Subjective Analysis. 
To address this research question, this single case study was designed to examine the 
treatment of depression utilizing an integrative approach. It utilized a manualized, integrative 
therapeutic model combining faith and CBT. This model was developed by combining both 
secular and integrative CBT theories. Fmther direction was derived from the work of Propst 
(1988) and associates whose research compared integrative therapies with standard therapies 
(Propst, Ostrom, Watkins, Dean & Mashburn, 1992). This case study was unique because it is 
designed to compare the client's past history of treatment with a present integrative, manualized 
approach. This study proposed that a religious client will experience both a remission of his or 
depressive symptoms and an increase in his or her religious exercises as a consequence of 
treatment with a structured, integrative treatment approach. 
Developed by the researcher, this treatment manual utilized the combined work of numerous 
theorists. These individuals have investigated the effects of integrating faith and cognitive and 
behavioral therapy (Prost, et aI., 1988, Neilson, Johnson & Ellis, 2001; Beck, 1967). The 
independent variable will be the specified treatment. The dependent variable will be the scores 
of depression on the Beck Depression Inventory-II (BDI- II) and the Religious Behavior 
Inventory (RBI). 
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METHOD SECTION 
Introduction and Overview 
As the name implies, a single case study will investigate a psychological phenomenon, 
attending to a specific hypothesis, in a single, qualified individual. What characterizes this single 
case study is that the client will not be compared to a control group; rather, this individual client 
will be compared to his own treatment history. Specifically, this study will investigate the 
efficacy of an.integrated therapy approach comparing it to a non-integrated one. The constant is 
the client, the independent variable is the treatment approach, and the dependent variables are the 
level of depression and the levcl of religious exercises. 
Subject Selection 
The subject selected for this study was expected to satisfy a number of qualifications. 
The first qualification deals with the specificity of age. The study required the candidate to be an 
adult, between the ages of 21-55. The treatment manual developed by the researcher required 
that the client have developed a certain level of cognitive maturity. Therefore, in order to isolate 
the efficacy of the integrative approach, this client must have been able to manipulate concepts 
that are achieved only in the formal operational stage of cognitive development. Also, an adult 
client was selected because of the type of diagnosis. This adult client had a diagnosis of Major 
Depressive Disorder, Recuning type. This initial diagnosis should have been made by a trained, 
qualified mental health professional using the DSM-IV TR (2000). The client had a history of 
recurring depressive episodes. Finally, the client chosen for this study had current symptoms 
that are in the moderate to severe range. The degree of depressive symptoms was quantified 
both in a subjective and in an objective maImer. At intake, the client clearly reported symptoms 
that are significant enough to express some meaningful difficulty in a number of domains. These 
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domains included but are not limited to cognitive, physiological, vocational, relational and 
spiritual. The degree of depressive symptoms was assessed objectively. This objective 
assessment was established through the use of objective testing. The Beck Depression 
Inventory-2, (BDI-II) (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961) and the Millon 
Clinical Multiaxial Inventory-III (MCMI-III) (Millon, 1998) was used to achieve this objective 
scoring. These tests are more elaborately discussed in the Measurement Section. 
Requirements 
Inclusion Criteria 
There are additional criteria that were satisfied for inclusion in this study. As mentioned 
before this client had a diagnosis of Major Depressive Disorder, Recurring; the client 
experienced, at the time of treatment, symptoms of depression that are moderate to severe. The 
degree of the client's depression were indicated both by self-report and by the Beck Depression 
Inventory II (BDI-II) (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961) and the Millon 
Clinical Multiaxial Inventory-III (MCMI-III) (Millon, 1998). Both of these assessment 
inventories had rating mechanisms that quantify the level of depression. The client generated 
overall scores that reflect depression in the moderate or severe range. 
In addition to the mood state, the client had a faith that is meaningful, potent, and 
conceptually defined as intrinsic. In order to operationalize this concept of faith, this study 
utilized the Religious Commitment Inventory-lO (RCI-lO) (see Appendix A). This inventory is 
designed to categorize individuals either as possessing extrinsic faith or intrinsic faith. The 
requirement for this study was that the client had to have an intrinsic faith. Faith was also 
conceptualized as a regular and volitional participation in and involvement with religious 
activities. The Religious Behavior Inventory (RBI) (see Appendix B) measured the level of 
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religious activity. Unlike the RCI-lO, inclusion in the study will not hinge on the scores of the 
RBI. However, because it is hypothesized that the level of religious exercises will increase over 
the course of treatment, this inventory was utilized at various assessment stages (three-week 
intervals). William J. Librizzi, MS, LPC, administered the aforementioned inventories. 
Exclusion Criteria 
This study investigated the efficacy of a certain type of integrative psychotherapy in the 
treatment of a certain type of disorder. Particularly, it was an integrative approach combining 
the client's faith with cognitive behavioral therapy for the treatment of recurring depression. 
Therefore, an initial area of exclusion examined the present and past modes of psychotherapy. 
Specifically, the client selected did not have a history of integrative or faith oriented therapy. 
This includes any structured, short or long term counseling by a mental health professional or by 
clergy designed to address the depression from a CBT/faith-oriented perspective. In addition to 
the client's history of psychotherapy, the client was asked to discontinue any therapeutic 
relationship with a clinician during the study. All ongoing therapy had ceased prior to the start 
of this study. Appropriate releases were completed and all relevant information was 
communicated between therapists. This cessation of therapy does pose an ethical dilemma; 
therefore, caution characterizes this process. 
Medication is another treatment aspect that was addressed to determine if the client is a 
good candidate for this study. With an aim at specifying the efficacy of this integrative treatment 
approach, the client was excluded if he had begun medication to treat the depression within two 
months prior to the stmt of this study. In the case of this study, the medication, if started too 
close to initiating the study, may act as a confounding variable and influenee the treatment 
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results by causing the client to report a decrease in levels of depression; this improvement may 
be better attributed to the medication rather than to the integrative form of psychotherapy. 
To rule out any confounding psychopathology, the client was administered two broad 
assessments to identify any secondary or co-morbid disorders. To fulfill this objective the 
researcher had chosen to use the Millon Clinical Multiaxial Inventory-III (MCMI-III) (Millon, 
1998) and the Structured Clinical Interview for DSM Axis II Disorders (SCID-II; First, Gibbons, 
Spitzer, Williams, & Benjamin, 1997) as screening tools. The rationale that supports this 
investigation into secondary disorders is that any psychopathology, in addition to the depression, 
may actually negatively influence the efficacy of the treatment. Therefore, had the client's 
response on these tests produced overlapping, clinically significant results he would then have 
been excluded from the study. The ultimate decision to exclude a client based on co-morbidity 
will be achieved through the consultation of the researcher and a committee member. The client 
did indicate clinically significant scores on the MCMI-IlIon Schizoid Personality Disorder; the 
SCID was then administered to confirm this and the results from this test did not show an 
elevation in this disorder. After a consult with a committee member the conclusion was made to 
continue with the client. 
Selected Client Background Information 
This 38 year old DWM was referred to this therapist reporting intense feelings of 
depression, anxiety and hopelessness. In the initial session the client had fairly poor eye contact, 
speech that was low in tone and at times slow in pace and his grooming was somewhat 
neglected. This lack of grooming was evidenced by his disheveled clothing and the presence of 
body odor. He had a history of counseling dating back four years. At that time he was 
diagnosed with Major Depressive Disorder, was prescribed Paxil and it was recommended he 
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begin outpatient counseling. The counseling and medication he did for a while but eventually 
terminated both without complete symptom remission. He reported that the counseling was 
somewhat helpful, decreasing symptoms to a lesser degree. Further he indicated that after taking 
the medication for two months or so he discontinued its use, noting that the change was 
insignificant and the side effects were undesirable. Since this initial period of treatment his 
mood has been up and down. He reports feelings of intense sadness and despair over his divorce 
of four years. He has had a very difficult time letting go of the marriage and at times finds 
himself obsessing on how unfair life has been. Furthermore, his faith in God has also been 
profoundly affected by this divorce and by the subsequent depression. Currently the client is 
unemployed and lives at horne with his mother and father. He does not go out much and spends 
countless hours on the Intemet, playing computer games. The client is in generally good health 
and does not indicate any diagnosable physiological illness. The c1ient does not report any 
substance use either in the past or the present. The client indicates a strong faith, although at the 
present it is somewhat weakened by the course of events over the last few years. 
Upon initial intake the client filled out the RCI-lO, RBI, BDI-II, SSI, SCID-II, MCMI-
III. 
Measurement Section 
Millon Clinical Multiaxial Inventory-III (MCMI-III) 
The MCMI-II is a true/false paper and pencil questiOlmaire that is made up of 175 
questions. The test is not timed and can take anywhere from one to two and a half hours to 
complete. The original MCMI was developed in 1977 and was constructed with scales that 
represented personality disorders contained in the Third Edition of the American Psychiatric 
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Association's Diagnostic and Statistical Manual of Mental Disorders (DSM-III). The MCMI-II 
approximates, but does not represent the current DSM-IV TR personality disorders. 
Since its introduction in 1977, the Millon Clinical Multiaxial Inventory (MCMI) has been 
one of the most widely used and widely researched personality assessments. Only the Minnesota 
Multiphasic Personality Inventory (MMPI) and the Rorschach (Butcher & Rouse, 1996) have 
overshadowed the MCMI. In addition, the Millon Clinical Multiaxial Inventory is one of the 
most widely used objective personality assessments in the forensic setting (Wise, 2001). 
Numerous studies have cross-validated the MMPI and the MCMI (Morey, 1986; Wise). The 
MCMI- III has been shown to be better than previous versions of this test, and correlates closely 
to the clinical and content scales of the MMPI-2, reflecting logical and expected relationships 
between the scales (Rossi, Brande, Tobac, Slore, & Hauben, 2003). This supports the content 
validity of the MCMI-III scales. There is, however, significant debate in the psychological and 
scientific communities that the MCMI- II is not valid across cultural, ethnic and language 
barriers. The questiom1aire appears to be most valid for people who are English speaking and of 
European descent. The strengths and limitations of this inventory will be kept in mind, as 
application to this study is forthcoming. 
Structured Clinical Interview for DSM-IV -Ill (SCID-lll) 
The StlUctured Clinical Interview for DSM Axis II Disorders (SCID-II; First, Gibbons, 
Spitzer, Williams, & Benjamin, 1997) is a 120-question semi-structured interview that assesses 
for all DSM-IV personality disorders. Research on the inter-rater reliability of the SCID-II for 
the DSM-IIIR demonstrated that agreement varies from poor to excellent across different studies 
(Dreessen & Arntz, 1998; First, Spitzer, Gibbons, Williams, & Davies, 1995). After the 
publication of the DSM-IV (American Psychiatric Association, 1994) the SCID-II has been 
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revised to meet more accurately the changes in the newer DSM criteria. Maffei and associates 
(1997) remains one of the few research teams that has studied the reliability and internal 
consistency of the DSM-IV version of the SCID-II. In their study they administered the SCID-II 
to 231 inpatient and outpatient individuals using a joint-interview design. Inter-rater reliability 
coefficients ranged from A8 to .98 for categorical diagnosis. In telms of dimensional judgments 
(intra-class conelation coefficient) it remained in the .90 to .98 range. Internal consistency 
coefficients were satisfactory, scoring in the .71 to .94 range, thus suggesting that the SCID-II 
has adequate inter-rater and intemal consistency reliability. The SCID-II will serve a very 
specific function in the course of this research project. This inventory was added to identify the 
presence of a personality disorder. A fOlmal diagnosis on the second axis may potentially create 
complexities in treatment that disallow clarity of research findings. 
Beck Depression Inventory-II (BDI-II) 
The Beck Depression Inventory Second Edition (BDI-II) is a 21-item inventory originally 
constructed in 1960. The revised BDI-II also focuses on the 21 symptoms characteristic of 
depression. Four statements reflecting increasing levels of depression represent these symptoms, 
and each item is rated on a 4-point scale raging from 0 to 3. This second version has become one 
of the most widely used instruments for assessing the severity of depression in persons diagnosed 
with depression. It can also be used to diagnose depression in the normal population (Beck, 
Steer & Brown, 1996). The updated version of the original BDI reflects numerous refinements 
that have emerged over the years in the conceptualization and definition of depression. 
The psychometric characteristics of the BDI-II were studied in four distinct psychiatric 
outpatient clinics and one 120-student college group. With regard to the instrument's reliability, 
the alpha coefficient for the outpatient clinics is a .92 and for the college students .93 (Steel, 
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1996). Arnau and associates investigated the validity of the BDI-II (1998). Their study with 
primary care medical clients demonstrated convergent validity by predicting relationships with 
subscales from the Short-Form General Health Survey (SF-20). These authors concluded that 
BDI-II is reliable, internally consistent, and valid in a primary care medical setting (Arnau et al.). 
Dozois and colleagues (1998) comment on the factor structure and affirm that the BDI-II is a 
stronger instrument for assessing depression then the BD!. 
Beck Scale for Suicidalldeations (BS!) 
The Beck Scale for Suicidal Ideations (BSI; Beck, & Steer, 1991) is a well-documented 
clinician-rated instrument that consists of 19 stems (e.g. "with to live") with three choices: 0 
(moderate to strong), 1 (weak), or 2 (None). Additionally, it has three factors: Active Suicidal 
Desire (10 items), Passive Suicidal Desire (3 items), and Preparation (3 items). The total score is 
the sum of the 19 items, ranging from 0-38. The SSI is the most highly recommended inventory 
to assess suicidal ideations and potential risk (Range, Lillian, Knot, & Ena, 1997). Internal 
consistency of the BSI is strong at .89, as measured by the good item-total correlations and 
Cronbach alphas. The test also has a high inter-rater reliability (Beck, et al., 1979). For this 
particular study the potential for suicide would automatically dismiss an individual for 
participation. The BSI is chosen to rule out this risk. 
Religious Commitment Inventory-lO (RCI-lO) 
The process of defining the concept of faith is an important task for this study. In order 
to accomplish this objective the Religious Commitment Inventory - 10 (RCI-lO) and the 
Religious Behavior Inventory (RBI) will be implemented. The RCI-lO has been designed to 
identify and define religious commitment. The RCI-lO is consistent with Worthington's (1988) 
model of religious values in counseling. This inventory was constructed to be both a brief 
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screenmg assessment of religious commitment and an ecumenical assessment of religious 
commitment (Richards & Bergin, 1997). This inventory is the third modification, having been 
built on the RCI-62, RCI-20 and RCI-17. 
Worthington (1988) defines religious commitment as the degree to which a person 
adheres to his or her religious values, beliefs and practices and uses them in daily living. The 
supposition is that a highly religious person who maintains an intrinsic faith, will evaluate the 
world through religious schemas and thus will integrate his or her religious framework into much 
of his or her life, therapy included. Additionally, it has been hypothesized that highly religious 
people, to whom this model applies, are those who are the most committed to their religion as 
evidenced by their behavior. These individuals compose a mere 15 % of the population 
(Worthington, 1988). 
Religious Behavior Inventory (RBI) 
Religious commitment has been operationalized and measured by the RCI-lO. Various 
manners in which religious commitment is expressed may include membership in religious 
organizations, the degree of participation in religious activities, the attitudes and importance of 
religious experience and the belief in traditional religious creeds (Hill & Hood, 1999). As 
proposed by Worthington, religious commitment is generally expressed through an array of 
specific religious behaviors. This study will introduce the Religious Behavior Inventory (RBI). 
The author of this study has hypothesized that there will be a connection between mood and 
religious exercises. In other words, as the mood of the clients becomes less depressed their 
religious behaviors will correspondingly increase. This 40-question inventory will tap into some 
of the typical behaviors in which any religious, highly committed individual will participate. 
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The RBI was developed with a broad ecumenical perspective. Any deeply committed 
individuals, regardless of their religious affiliations, will be able to utilize this inventory. 
Procedure 
Requirement and Selection Process 
This adult client was treated in a private practice setting. This client was informed of this 
study through word of mouth. The initial screening process took place over the telephone. The 
client was asked to answer a number of identifying questions about his or her past psychiatric 
history as well as his or her current degree of treatment. Those candidates who remained 
qualified after this initial interview were asked to come in for a more formal screening process. 
This formal screening process included the administration of following inventories: the SSI, 
BDI-2, MCMI-III, SCID-II, RCI-lO and the RBI. After the candidate completed the initial 
phone screening, filled out the appropriate assessment measurements and presented with scores 
that are consistent with the requirements of the study, he entered the final stage of selection. The 
final stage of treatment included the written consent for treatment and an overview of the 10 
sessions of treatment. 
Measurement Schedule 
Upon acceptance into the study the client was given several measurements. Because this 
study was designed as a pre-measurement, intervention, and post-measurement format, a number 
of instruments were utilized. It is necessary to recall that the dependent variables were both the 
level of depression as measured by BDI-II, and the level of religious exercise as measured by 
RBI. Therefore to determine a base line measurement level, the BDI, MCMI-III, SCID-II, RCI-
10 and RBI were administered upon initiation into treatment. This was done just prior to any 
intervention. These tests determiried initial scores on the dependent variables. The BDI-II and 
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the RBI were also re-administered at three, six, and ten weeks. The independent variable, the 
structured integrative treatment model, consists of ten sessions of weekly therapy. Developed by 
the researcher, this treatment model utilizes the combined work of numerous theorists. These 
individuals have investigated the effects of integrating faith and cognitive and behavioral therapy 
(Prost, et aI., 1988, Neilson, Johnson & Ellis, 2001; Beck, 1967). It is from these already 
established models that this manual was derived. 
Ten Week Manualized Treatment Approach Combining Cognitive Behavioral Therapy 
and Faith 
Session One 
Objective One: Administrative Duties 
Provide a clear overview of the individual session structure and the overall treatment 
schedule. This should include the number of sessions, what to expect in each session and the 
duration of each meeting. In the case of this study there will be a total of 10 individual sessions, 
each consisting of 50 minutes. Treatment rules such as confidentiality, accountability, the 
inclusion of periodic evaluation through various objective tests, and the use of the tape recorder 
for data collection should be discussed. Finally, the therapist should be careful to ask the client if 
he or she has any questions regarding these matters. 
Objective Two: Preliminary Client Concerns 
The client should convey, in as concrete terms as possible, the presenting problem. At times 
the client may actually find it difficult to identify and understand accurately what he or she is 
truly feeling. Therefore the therapist should seek to elicit the symptom presentation using 
targeted questioning. Specific attention should be given to identifiable behaviors, feelings and 
cognitions associated with these problems. This task should be focused and distinct. Subjective 
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units of distress (SUDS) or scale rating could be applied to communicate, with great specificity, 
the magnitude of the problem. 
During this first session the client is asked to identify and present his or her treatment 
concerns. This initial session is also a time for the therapist to convey his or her theory of 
treatment. In this study, the underpilmings of an integrative cognitive behavioral therapy (ICBT) 
will be introduced. ICBT will be introduced in this session but will not be completely expounded 
on until the next two meetings. 
Objective Three: Relationship Building 
Attentive listening with appropriate feedback has been shown to facilitate effective 
relationship building. These, as well as other attending skills, convey empathy and facilitate the 
process of trust building and therapeutic bonding. The foundation of this trust eventually 
becomes the basis by which disclosure and openness may occur. Although relationship building 
does take place throughout the counseling process, these early sessions are critical and can 
profoundly influence treatment in sessions to come. 
Session Two 
Based upon effective administrative duties, accurate problem identification and strong 
relationship building, the therapist may proceed. Just prior to moving on to session two, this 
author will identify some rather pertinent input from the work of Judith Beck. The following is 
taken from her book, Cognitive Therapy: Basics and Beyond (Beck, 1995): 
"The typical agenda for the second session and beyond is as follows: 
1. Brief update and check on mood (and medication, alcohol and/or drug use, if applicable). 
2. Bridge from previous session. 
3. Setting the agenda. 
4. Review of homework. 
5. Discussion of issues on the agenda, setting new homework, and periodic summaries. 
6. Final summary andfeedback". (p. 45) 
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This recommended agenda will be incorporated to some extent when developing the treatment 
objectives for the remaining nine sessions. 
Objective One: Accurate Diagnosis 
Cognitive therapy has been shown to be highly effective in treating many forms of mood 
disorders (Freeman, Pretzer, Fleming, & Simon, 1990). However, as is the case for many fonus 
of psychological counseling theory, ICBT is not recommended for all forms of psychopathology 
(Propst, Ostrom, Watkins, Dean, & Mashburn, 1992). Therefore to determine if this client will 
be a good candidate for this treatment approach, a thorough assessment and accurate diagnosis is 
required. This assessment process is initiated through a careful clinical interview and accurate 
objective clinical data. 
Objective Two: Assessing the Many Domains of Depression: 
The second session will create a context for the clinical interview. This interview will 
focus essentially on three domains that are typically influenced by clinical depression (Holmes, 
1997). The first is the mood of the individual. The client's mood is identified by the specific 
emotional status repOlted by the client at the time of the interview. Unlike the client's affect, the 
mood is stated while the clinician observes the client's affect. The second domain must include 
a careful inquiry into the Biological Symptoms of the client. These symptoms may suggest 
noteworthy changes in appetite, sleep amounts, sex drive and energy levels. All of these can 
fluctuate in a normal individual, but in the depressed client the changes that occur are more 
chronic, pronounced and potentially generate significant impairment in functioning. 
Finally, the third domain is the client's Cognitive Symptoms. hl the case of depression, 
the client often reports a disinterest in numerous activities that at one time may have given 
enjoyment. The individual often reports a general decrease in concentration, an increase in 
pessimism and preoccupation with personal inadequacies and past failure. 
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Objective Three: Assessing Client Functioning by Utilizing Objective Data: 
Data collection is an important component of the diagnostic process as well as in overall 
treatment efficacy. This data collection process includes the use of objective tests and subjective 
reporting, which are designed to quantify the client's psychiatric and cognitive states. Multi-test 
designs tend to create the most accurate picture of the client and his or her particular problems. 
Tests utilized in the diagnostic session should draw on objective and subjective measurements. 
Structured and non-structured inventories have the capacity to offer additional sources of 
information. Finally, targeted utilization of these inventories, in a structured time sequence, 
allows both the client and clinician to ascertain progress throughout the therapeutic process. 
Session Three 
Objective One: 171Orough Overview of Integrative Cognitive Behavioral Therapy 
Integrative Cognitive Behavioral Therapy is both an educational and collaborative approach 
(Neilson, Johnson & Ellis, 2001). Therefore it is essential that a thorough rationale be offered in 
the early sessions of treatment. This presentation of the rationale is best transmitted after the 
client clearly conveys his or her problem and the clinical data are evaluated. Five important 
rationales for lCBT should include the following ingredients: 
1. The ideas that one's faith has the potential to profoundly influence treatment outcomes. 
2. Thoughts influence feelings. 
3. Request an example of the above from the client's own experience. 
4. A diagram should be offered demonstrating how thoughts or belief directly influence 
feelings and behaviors. This interaction further affects one's environment and beliefs. 
5. The notion must be affirmed that behaviors and feelings change by altering the quality of 
one's beliefs. 
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The therapist may proceed with the next session after the client can convey a good 
understanding of the above rationale and agree that the underlying theory may be possible. At 
this early stage the client does not have to understand fully or agree completely with the theory, 
but simply be willing to apply the principles in a "good faith" manner. The level of acceptance 
may actually evolve and further develop after the client is given the opportunity to apply its 
principles later in the course of treatment. 
Objective Two: Thorough Overview of Depression: the Psycho education Model 
Integrative cognitive behavioral therapy is a skill-based approach that utilizes not only 
knowledge of the disorder but also an understanding of the coping skills necessary for effective 
treatment. In the final portion of this session, the client will be informed of the diagnostic 
process. Specific attention will focus on conveying information regarding the diagnosis. The 
client and clinician will investigate the particular psychological, behavioral and physical 
components of MDD. The client will be informed and coached with an objective of developing 
a good understanding of the disorder. Self-reflection will be encouraged as the client recalls 
previous experiences when he or she may have exhibited these symptoms in everyday life. 
Objective Three: Introducing Behavioral Strategies 
In addition to diagnostic symptomology, the client will be educated in the concept of 
Subjective Units of Distress (SUDS). This subjective manner of identifying client distress will 
be called on throughout the therapeutic process. Finally, behavioral coping strategies will be 
discussed. Specific to the client's disorder, the therapist will suggest straightforward strategies 
to decrease psychiatric distress (Propst, 1988). Research should be offcred as a justification for 
such recommendations. The overall objective of introducing these behavioral coping strategies 
somewhat early in therapy is to engage the client in a level of "hopeful ownership" for hislher 
71 
treatment recovery. These behavioral interventions will be introduced and followed up in a 
progressive fashion, meaning that the client will participate in simpler tasks in the beginning and 
as time goes on will begin to pmticipate in more challenging, more demanding tasks. 
Session Four 
Objective One: Develop a More Thorough Awareness of One's Thinking Patterns 
Session four is designed to assist the client in his or her ability to develop a greater 
cognitive self-awareness. Specifically, the client will be challenged to understand the 
developmental process of formulating personal cognitive schema and automatic thoughts (Leahy, 
1996; Neilson, Johnson, & Ellis 2001). Further emphasis will focus on the connection between 
thoughts and feelings. It is important to recall the examples of the behavioral interventions that 
were introduced and discussed in session three. The client will be asked to come up with some 
easy, less intrusive behavioral tasks that may decrease depressive symptoms. These behavioral 
activities may include reading sacred writings and positive faith based literature. In addition to 
this homework assignment, after being instructed in ICBT the client will be requested to "think 
about his or her thoughts." The formal homework of journaling will be given as a means to 
assist in the development of self-awareness. 
Objective Two: Develop an Awareness of the Client's Beliefs, Feelings and Behavioral 
Connection 
Most people do not think about their thoughts. In fact, people frequently seek counseling 
for numerous reasons, many of which have more to do with behaviors or feelings than with 
thoughts. For example, a person may want to stop drinking, to start exercising or to stop feeling 
anxious or sad. These are all feelings and behaviors. Although these issues are important, they 
do lack a significant component espoused by ICBT: the beliefs. The application of the role of 
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beliefs will be further reiterated in this session. The client will be asked to reflect on identifying 
what he or she believes both in the present and in their past. This will be done through a 
narrative process that is facilitated by the therapist. Because this notion that beliefs affect 
feelings and behaviors is relatively novel for most, it is critically important to begin the 
educational process relatively early in treatment; it should be maintained or reiterated throughout 
counseling. 
Objective Three: Developing an Awareness of Today's Belief" by Looking Back at Yesterday 
Step by step the therapist will begin to assist the client in making an accurate connection 
between his or her feelingslbehaviors and thoughts. They will sta1t by focusing on past events. 
Significant past emotional pattems will be identified, and the therapist will elicit the thinking 
pattems associated with these strong feelings (Leahy, 1996; Beck, 1995). This historical 
perspective is important for the client to fully understand the dynamic found within the theory of 
ICBT. After the client is able to locate at least five scenarios that include an 
emotionallbehavioral target, and COlmect the thoughts with them, the client will then be asked to 
follow this up with homework. Homework for this session will further facilitate this concept. 
The client will be asked to do a past and present log of thoughts and feelingslbehavior. Specific 
attention will be given to individuals, institutions and the magnitude or strength of these beliefs. 
Session Five 
Objective One: Defining Beliefs 
Session five is built upon and brings to a culmination the information discussed in the 
previous two sessions. Session three introduced ICBT and assisted the client in understanding the 
cOlmection between his or her thoughts, feelings and behaviors. Session four took this theoretical 
construct, applying it rather specifically to the client's own experience. The client was asked to 
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identify carefully the unique aspects of his or her present beliefs as well as past beliefs. He or 
she was then coached to connect the beliefs with personal emotions and behaviors. With this 
psychological dynamic in place, the application of ICBT is set to take place. 
Objective Two: Understanding Verbal and Visual Beliefs 
The work of Barlow defines beliefs as being conceptualized, both verbally and visualJy 
(Barlow, 1999). Verbal beliefs are those things that the client typically says to himself or herself. 
These beliefs are experienced as the repetitive voices or self-talk that goes on in the client's 
mind, interpreting the personal interaction with the world in which each lives . The origin of 
these firmly embedded beliefs frequently finds their development in the family of origin and 
other important institutions. Examples of these institutions are the media, the educational system 
and the church or religious institutions (Freeman, Pretzer, Fleming, & Simon, 1990). These 
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verbal beliefs are characterized as the "I am", "they are" or "it will be" self-statements. "I am 
capable", "I am ugly", and "I am hopeless" are good examples both of positive and of negative 
beliefs manifested in self-talk. Those sometimes upsetting self-statements can, at times, provoke 
rather intense negative feelings and dysfunctional behaviors. 
A second category of beliefs described in Barlow's work is the visual beliefs of the client 
(1999). Visual beliefs are the images one unknowingly and over time formulates in the mind and 
plays out in the imagination, believing the situations or scenarios will invariably happen without 
any real proof for or against for their existence. For example, the failed the job interview, the 
honible, contracted disease, and the broken relationship can often generate rather profound 
negative emotions and behaviors. Therapists utilizing ICBT treatment objectives initially target 
an identification of these visual and verbal beliefs and then seek deliberately to change them, 
using both faith strategies and rational based strategies .. 
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Objective Three: Introducing Cognitive Interventions 
Built on this identification process, treatment and interventions ensue. In this session, two 
specific ICBT interventions will be used. The first is drawn fl~om the work of Albert Ellis in the 
rational emotive behavioral therapy (Ellis, 1984). Examining the evidence is a technique utilized 
in many of the cognitive therapies. This intervention simply requests that the client objectively 
examine the external, situational, evidence that either supports or contradicts firmly held beliefs. 
For example, a straight-A student who gets a 98 on a test worries profoundly that he or she will 
fail the course. This generates significant anxiety and causes him or her to state repeatedly that 
he or she is both a dumb and incapable student. Based on the above scenario it is evident to the 
objective observer that these beliefs are actually incongruent with reality and a function of 
irrational, dysfunctional thinking. Subsequently, it is his or her beliefs that are disturbing the 
student and not the situation per se. Examining the evidence therefore becomes a powerful tool 
to assist the client in discriminating between the elements that need to be changed to alleviate 
disturbing emotions or behaviors. The client is therefore equipped with tools to distinguish 
between the thoughts, beliefs or a situation that needs to be changed. 
A second intervention is a derivative of examining the evidence, and is actually specific 
to ICBT in determining if the belief is religiously congruent with the client. The first example of 
examining the evidence investigated whether or not the belief was congruent with reality. In this 
second case the consideration is whether or not the belief is congruent with one's religious 
values or beliefs (Neilson, Johnson, & Ellis, 2001). Religion or faith has the potential to produce 
extremely powerful structures of beliefs (Ellis, 1984). Individuals may find comfort from their 
religiously oriented beliefs. A belief such as "The Lord is my Comfort" may calm the troubled 
heart. Individuals may also find discomfort from their religious beliefs. If God promises to help 
75 
and protect from harm and the individual experiences tremendous difficulty, this belief can 
actually be reversed to create emotional disturbance. In this case the belief does not match 
reality, creating an incongruence that should carefully be rectified. In the above case of 
incongruence a client may believe that God has forsaken him or her and ruminates on these 
thoughts of abandonment throughout the day. The more the client focuses on these beliefs of 
desertion, the more elevated are the feelings of depression. The goal of the therapist, in this case, 
is to assist the client in identifying these incongruent beliefs and replace them with more 
religiously balanced ones. Neilson and associates discuss the importance of utilizing scriptures to 
restructure the thinking patterns of those obsessively focused on guilt, shame and personal 
inadequacy. 
Session Six 
Objective One: Behavioral Interventions 
Propst (1988) suggests that a reintroduction and the application of behavioral 
interventions be the goal for session six. Although behavioral interventions will be investigated 
specifically in this session, the cognitive intervention discussed in previous sessions should 
continually and prudently be applied throughout this session and those sessions to come. 
Behavioral interventions are strategies used to introduce, reeducate and habituate the client to 
various forms of more effective and more functional living. Many of the behavioral principles 
discussed in this session have been rather easily transferred from the secular to the sacred 
therapies. 
Objective Two: Specific Behavioral Interventions 
Propst and associates mention the importance of personal organization as a means to 
positively address negative emotional states. She notes that many who are severely depressed 
become disorganized and their lives reflect this entropy. This disordered life has a tendency to 
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generate even greater levels of depression and anxiety. Therefore helping the client to develop a 
daily and weekly schedule can have rather immediate, positive effects. By setting attainable 
goals, the therapist may assist the client in establishing greater control over his or her life. Propst 
hypothesizes that this external order will begin to infiltrate the internal life, decreasing symptoms 
of depression and elevating negative mood states. This external and internal progress may be 
further maintained by developing strategies to reinforce this structure and order throughout the 
therapeutic process. 
Objective Three: Rehearse Positive aspects of Self and God 
Identifying the client's positive aspects and assisting the individual in utilizing strategies 
to develop these personal characteristics further has also been supported by the work of Propst. 
Numerous researchers have noted that highly depressed people focus on their negative personal 
attributes and neglect the positive (Propst, Ostrom, Watkins, Dean & Masburn, 1992; Beck, 
1967). Working with the client in developing a list of positive attributes can be effective in 
changing this negative bent in self-evaluation. The client is further asked to regularly rehearse 
these positive attributes through directed self-talk. 
Finally, ICBT recommends that the client begin to re-engage in the regular, scheduled 
spiritual exercises. These may include Bible study, prayer meetings, and interactions with people 
of similar faith. The re-engagement of these spiritual disciplines affects the client on numerous 
levels. First, it creates regular order and structure in an individual's life. The benefits of this were 
discussed earlier in this section. Second, it offers an increase in social interaction and social 
supports. The depressed client may be inclined to withdraw and avoid settings where social 
interactions are required. This is p311icularly relevant for those experiencing a more vegetative 
depression, which isolates, immobilizes and generally decreases the benefits associated with 
", 
II, 
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social interaction. Third, this exposure to affirmative religious environments has the potential to 
begin to reiterate the positive aspects of God. Through Bible study, church lectures and religious 
readings the image and character of God may become more optimistically apparent for the 
depressed client. It is important to recall the suggestion that the depressed client might, to his or 
her detriment, maintain negative views not only of self but also of God. Behavioral exercises 
that support religious participation, increase social supports, provide order, and target these 
negative cognitions have all been found beneficial. 
Session Seven 
Objective One: Introduction and Discussion of Cognitive Distortions 
Any approach to effective integrative cognitive behavioral therapy should make room for 
adequate discussion of commonly observed cognitive distortions. Cognitive distortions are by 
I" , 
definition "a systematic negative bias in the cognitive processing of clients who suffer from 
'::,: 
psychiatric disorders" (Beck, 1976). These inaccurate ways of evaluating the environmental data 
may cause the client to make inaccurate, and sometimes harmful, conclusions. These erroneous , " "'I 
conclusions further facilitate dysfunctional beliefs and negative emotional states (Leahy, 1995). 
,III 
Leahy discusses three levels of cognitive distortions. The first he describes as the deepest and 
most central. The schema of the individual is the concepts the client habitually uses in viewing 
reality. This affects the retrieval of information for the client. The second level of cognitive 
distortion is maladaptive assumptions or sets of rules that the person may use to guide and 
evaluate his, hers or others' behaviors. The third is the automatic thoughts of the client. These 
automatic thoughts are the immediate reaction the client experiences when evaluating 
information. In this session, the therapist should hand out a list of approximately 12 commonly 
observed cognitive distortions. The client and therapist should go over these together in session, 
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paying extra attention to each one, and reflecting on which one or ones are most manifest in the 
client's life. The client, if necessary, may take this sheet home for fmther reflection. 
Objective Two: Understanding the Quality and Functionality of Beliefs 
This seventh session allows for a time to reflect on and review the previously mentioned 
cognitive restructuring processes. Two sessions have passed since cognitive interventions have 
been the focus of attention; The client is now asked to conceptualize his or her belief in a new 
dimension. In the cognitive restructuring process the client must learn to identify his or her 
thoughts or beliefs (Beck, 1995) and attend to the quality of these beliefs by evaluating them 
from a good or poor quality perspective. This concept of quality may be new for many. People 
come to therapy not realizing that the type or quality of their beliefs profoundly influences their 
mood state. Attention must be given to identifying these poor quality beliefs. Built on this 
identification process, the actual cognitive restructuring process can ensue. 
Objective Three: Acceptance and the Surrendering to God 
The process of acceptance and sunender can be pmticularly potent for the religiously 
oriented client in therapy. Neilson and associates observe the underlying importance of 
disputing inational thoughts with religious material (2001). Scriptures, biblical examples and 
faith based practices may cany significant authority in the life of the religious client. Utilizing 
this authority may be highly effective when used to dispute notions of personal isolation and of 
anger towards God. The concept of acceptance, or as some have referred to it as mindfulness, 
has been shown to positively affect mood states and decrease symptoms associated with 
depression and anxiety. The clinician should refer to scriptural examples of patience and 
acceptance to motivate and direct the client to let go of the tension and place his or her concerns 
in the hands ofa loving God. 
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Session Eight 
Objective One: Treatment Review 
Session eight is designed to review a number of past aspects of treatment. The final 
session, the tenth, is actually designated to provide a more thorough period of review. This 
manualized approach has selected the eighth session to allow for a more brief assessment. This 
abbreviated review was placed here, rather than in the final session, primarily because time 
constraints of a final session would not allow for adequate clarification of any misconceptions 
discovered during that session. This review offers the client a few opportunities. First, the client 
is to be given ample time to reflect on past therapeutic concepts and procedures. In general, 
Cognitive behavioral therapy is a skill-based treatment approach that utilizes skills training, 
behavioral coaching and psycho-education (Beck, 1995). Therefore any significant 
misunderstanding early in treatment can have more serious potential problems in therapeutic 
outcomes later on. Second, the client is also asked to consider in what way the therapy has 
affected him or her, either in a positive or negative manner. If the client entered therapy with 
issues that still have not been adequately addressed, there is still time to treat the client by 
offering varied alternative treatment approaches. Finally, some reflection can address the actual 
client-therapist relationship. The depth and closeness of this relationship should be reviewed and 
if necessary, an adjustment can be made. 
Objective Two: Understanding Behavioral/Learning Principles 
Neilson and associates have noted that there are numerous religious metaphors that speak 
the language of the explicitly religious client yet support sound, behavioral strategies (2001). 
They note that most religious clients understand, rather clearly, the concepts of reinforcements 
and penalties. The first, and perhaps the most obvious for the Biblically astute, is the concept of 
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"sowing and reaping." This principle suggests that those who do well will benefit 
proportionately; those on the other hand who do poorly will also equally reap or experience 
poorly. The scripture is a book full of operant conditioning, heaven being the ultimate example. 
On the other hand, the Bible also clearly gives examples of those who are disciplined or even 
punished for doing wrong, "the Lord disciplines him who He loves" (Hebrews 12:6). The REBT 
technique of shame attacking is similar to flooding (Ellis, 1969; Wolpe, 1990). Christian and 
Jewish clients may be encouraged to face feared situations head-on, using Scriptures such as 
these from Psalms, "Because you have made the Lord your refuge, the Most High your 
habitation, no evil shall befall you" (Psalms 91 :9) or "Even though I walk through the valley of 
the shadow of death I will fear no evil for thou art with me" (Psalms 23:4). The principles of 
behavioral therapy will be conceptualized during this session in a religious framework in order to 
increase further the likelihood that the client will both grasp and apply these to his or her own 
individual treatment. 
Objective Three: The fCET Quadrant. Biblical Cognitive Restructuring 
In his early writings, Beck introduced and discussed the depressive triad. This triad 
consists of a categorization of beliefs. These beliefs identify very specific thoughts about self, 
others and the future (1967). Integrative Cognitive Behavioral Therapy adds a fourth component 
to this triad, beliefs about God. These beliefs are both independent and separate from each other 
while maintaining a connection of other more subtle levels. The term "interconnected" would 
adequately describe their relationship to each other. This quadrant is designed to create a 
framework, or categorization for the client to understand the different "types" of beliefs he or she 
maintains. The ICBT quadrant consists of beliefs about self, about others, about the future and 
about God. For the explicitly religious client, however, beliefs about God will actually 
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influence, to a greater or lesser. degree, the other three belief categories. This session will 
actually introduce the ICBT quadrant to the client. Based on this understanding, the client will 
then be asked to reflect on the numerous personal beliefs about self, about others, about the 
future and about God, or specifically by the Scriptural principles. The next step and further 
application of this quadrant will be discussed in next session. 
Session Nine 
Objective One: Application. of feET Quadrant 
Session eight introduced the ICBT quadrant based on the assumption that our beliefs 
about God invariably influence some of the other, critically important beliefs, as discussed by 
Beck (1967). The client was asked at the end of session eight to reflect on his or her beliefs 
about self, others and the future and to question the validity of these beliefs based on the sacred 
writings of his or her religion. All types of religions have their own formls of sacred writing 
from which they derive ideals, beliefs and values about themselves and their world. These 
beliefs speak to numerous areas in general and to the Beck triad specifically. The non-religious 
client may use more reality-based testing to distinguish the quality of their beliefs. This type of 
client may compare his or her beliefs with that which is rational, or the individual may examine 
the evidence to determine if this way of thinking is reasonable. The explicitly religious client 
may use this approach, but will additionally include the Scriptures or sacred writings as a means 
of belief evaluation. For example, an explicitly religious client may develop a greater sense of 
self-efficacy, reciting the Scripture verse "I can do all things through Christ who strengthens me" 
(Philippians 4: 13). There is additional encouragement about the future as each is reminded that 
"that all things work together for the good to those who love God and who are called according 
to His purpose" (Romans 8:28). Therefore, the cognitive restructuring process does include the 
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more secular approach of comparing personal beliefs and assumptions with reality as well as the 
rational. On the other hand, the explicitly religious client has the sacred writings as a means to 
compare and to integrate into their belief system (Neilson, et a1.). 
Objective Two: Application oj Spiritual Disciplines 
The religious client comes to counseling with numerous resources that are rarely utilized 
111 the secular counseling sessions. Built within the context of many religions are self-
enhancement strategies that can afford a context for psychological well-being. Additionally, 
many of these individuals already practice daily rituals of personal development that may 
actually create a forum for the continued therapeutic homework to be accomplished (Neilson, et 
a1.). Neilson and associates suggest that homework be linked to the already prescribed scriptural 
exercise. For example, a Muslim is asked to recite affinning self-statements for 10 minutes, after 
the daily prayer time. The Christian is instructed to read a page of a self-enhancement book for 
20 minutes after he/she completes the daily Scripture readings. 
The religious community is often interested in intrapersonal and interpersonal issues. 
Strategies for managing guilt, shame, fear and destructive behaviors are investigated within the 
religious setting. Religious teachings and sacred writings comment about the possible ways to 
navigate these numerous life difficulties effectively. Counseling which targets these concerns 
seems to work seamlessly with many religions. Treatment that includes the engagement of such 
exercises as repentance, surrender to God, humility and forgiveness has been shown to be highly 
effective in addressing negative emotional states (Neilson, et a1.). 
Session Ten 
Objective One: Revie1,ving Areas oj Change (Psychological, Relational and Spiritual) 
,;1 
" 
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The first objective in the final session focuses on the areas of personal change. The client 
is asked to identify specifically the way in which he or she has changed. This manualized 
treatment approach considers three primary domains: the psychological, the relational and the 
spiritual. Specifying change is particularly important to eliminate the potential for forgetting the 
benefits of the therapeutic change. This objective can be effectively administered through a 
simple questioning procedure. Socratic questioning can actually be helpful in directing the client 
to this identification proeess (Leahy, 1996). This questioning includes walking the client through 
what brought him or her into therapy, (sessions 1 and 2), the areas of psychological change 
(sessions 3-7), and finally inquiring into those aspects of spiritual renewal and change (sessions 
8-9). Targeted, accurate questioning coupled with compassionate concern are to be applied for 
most effective results. 
Objective Two: Goalsfor Continued Change (Psychological, Relational and Spiritual) 
Goals for continued change are a second objective for session ten. Objective one focuses 
on the already established changes; objective two requests the client look to future about what he 
or she wants to continue do in the quest for self improvement. The capacity to look forward is 
important for maintaining the already established gains acquired in therapy. Built on the 
previously mentioned acquired skills and status, the client works closely with the therapist in 
discussing and setting clear goals in the psychological, relational and spiritual domains. As with 
other areas considered in ICBT, this procedure of goal setting is best characterized as a 
collaborative process. 
Objective Three: Indicators of Relapse (Psychological, Relational and Spiritual) 
Relapse prevention is an important aspect of any termination process (Beck, 1996). The 
first step to relapse prevention suggests that the client and therapist consider the initial reason for 
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attending counseling. Particular attention will be given to the presenting problem and chief 
complaints. This historical perspective will offer a consideration of what it felt like when the 
client was overwhelmed by the difficulties associated with this problem. Early identification of 
relapse requires a clear understanding of the earliest stages of decompensation or back sliding. 
In addition to recalling these initial negative feelings associated with the presenting problem, 
time is also taken to consider the early behavioral aspects of relapse. Finally, a clear review is 
taken of what the client has learned and of what has been helpful in managing negative mood 
and behavioral states. The client then rehearses with the therapist methods of applying effective 
intervention for various mood or behavioral difficulties. This practice is important for long-term 
positive outcomes. The client is essentially being asked to manage his or her difficulties, the 
very thing that, alone, brought him or her into therapy. Building into the client the capacity to 
manage is, therefore, important. 
VALIDATION OF THE RELIGIOUS BEHAVIOR INVENTORY (RBI) 
The Development and Validation Process for the Religious Behavior Inventory (RBI) 
Defining Religious Exercises 
The RBI was designed specifically for the use in this particular study. Among other 
things, this study hypothesizes the idea that when using an integrative treatment model for the 
highly religious client, the mood disorder will decrease in symptom presentation while his or her 
religious behavior will increase. The RBI has been designed to readily identify these changes in 
religious activity. Unlike other measurements that may quantify the construct of religious 
commitment, the RBI actually focuses on religious behavior. This is important for several 
reasons. First, behavior is identifiable; it is tangible and can be rather easily calculated. Second, 
most faiths maintain a general overlap in religious behavior. These areas of commonality are 
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numerous and include a variety of behavioral targets. An exposition on the similarities in some 
of the major world religions is foundational in the developing of the RBI, for this overlap is the 
basis by which the RBI was derived. 
Narrowing Dawn the Most Relative Definitions 
The first step in developing a valid instrument is identifying a broad range of statements 
which appropriately reflect as many religions- and faiths as possible. In an attempt to represent 
all religious behavior accurately, the researcher would contact 10 ministers of varied religions 
and faiths, asking them to document the most apparent behaviors demonstrated by a devoted 
follower of their faith. They would be requested, if at all possible, to come up with a minimum 
of 30 different behaviors. Assuming the clergy were responsive, each would each submit 30 
statements of religious behavior based on their definitions of religious expression. The 
researcher would now have 300 behavioral statements reflecting religious exercises from a 
variety of faith backgrounds. These statements would then be narrowed further, utilizing criteria 
in a progressive refining process. 
Criterion One 
The first criterion aimed at nanowing down religious behaviors would focus on common 
or redundant responses (Subset A). Specifically, a response would be included if 50% of the 
clergy included it as a valid and legitimate religious behavior. For example, if a response, or a 
close approximation of that response, was cited by 5 of the 10 clergy, that statement would 
automatically be included. Commonality among all faiths is important because it assumedly 
represents the construct of religious behavior. 
Criterion Two 
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The second criterion in developing this test would focus on further narrowing the first 
subset. This criterion is made up of a predetermined number of religious categories. Three of 
the ten clergy would meet, and through discussion and evaluation develop a set of four 
overarching religious categories. These categories would be established through the careful 
evaluation of similarities that appear in many of the larger faith traditions and through the 
overarching similarities found in criterion one. Religious behaviors that appear to be present in 
many of these faiths are more numerous than any test can identify. However, this categorical 
system is designed to simplify the evaluative process. The four categories identified are the 
integration of holy writings, interaction with the faith community, the paying of homage to a 
deity through prayer, praise, and giving and finally the impm1ing of spiritual education through 
various media. 
Criterion Three 
The third criterion in the process of determining the set of religious statements would 
again involve the ten clergy, used initially to collect the 300 responses. This third criterion is the 
final phase of test development and would generate the completed version. The steps applied in 
criterion three aim at distilling even further the general responses of Subset A and Subset B. At 
this time the responses from Subset B would be distributed to the ten clergy, who would be asked 
to rank all responses in order of importance and relevance. Their top 35 responses would make 
up the final version. 
Utilizing Criteria One, Two and Three 
The initial request to the clergy asking them to document at least 30 religious behaviors 
would generate 300 statements. To these statements, the first criterion, identifying general 
similarities among the overall responses, would be applied. Based on careful analysis of 
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commonalities, the original 300 statements would be narrowed down to produce Subset A, 
consisting of 125 statements. The researcher, valuing economy in test size, would determine that 
this number is still too large. Taking the 125 responses in Subset A and filtering them through 
the predetermined religious categories defined in criterion two would eliminate numerous 
responses, resulting in subset B. As a consequence of this step the researchers would have 
arrived at a new total consisting of 65 statements. Finally, criterion three would reduce the 
number of responses to an even more focused level. This is the last step in research design. The 
65 statements would be distributed to the 10 clergy, who would be instructed to rank the 65 
statements from Subset B in order of imp0l1ance and relevance. The first 35 most common and 
most repetitive, ranked responses would make up the final statements used in the completed 
draft. Although the resulting RBI has a total of 40 responses, only 35 of them are distinctively 
different. The additional five responses are reworded duplicates of 5 other included statements, 
and were included as a means of validation to confirm the individual is actually paying attention 
and fully responding to the statements listed. 
The Split Test Design 
The Split Test Design has been selected for use in the validation process. The researchers 
would take the RBI and randomly split the test questions in half. Using these forty questions the 
test would be divided into two separate tests, with 20 questions in each inventory. These two 
tests would then be administered to a population of 60 individuals. This population would come 
to the researchers tlu-ough specific invitations to the congregations of the 10 clergy utilized in the 
construct of the test questions. The researcher would systematically split the 60 members into 
two groups of 30. This systematic process would be done in the following manner. First, from 
this group of 60 individuals, 6 would come from each church. These 10 groups of 6 would then 
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be randomly assigned to 2 groups of 3 per group. This selection process was designed to reflect 
a cross section of the religious community, coming from many different religions and faiths. 
These individuals would simply be asked to complete the three tests. The first is the RBI Test 1 
(20 randomly selected questions) and the second is RBI Test 2 (the remaining 20 questions). In 
addition to these two derivations of the RBI, the members would also be asked to complete the 
Religious Commitment Inventory-lO (RCI-lO). The actual function of administrating the RCI-
10 will be further discussed in the next section on cOlTelational research. 
The next step for the researchers in the validation process would be to give the two 20 
question RBI tests to this select popUlation. After the completion of these two inventories, the 
results would be tallied and results would be statistically analyzed. If the RBI tlUly measures 
religious behavior, the expectation is that a highly religious person will score in the high range 
on both tests. This similarity of response will suggest that the test has face validity and that the 
questions all somewhat reliably identify a common construct. 
The Correlational Design 
A second test of validity is the cOlTelational design. This approach would utilize the 
same two groups of 30 participants mentioned in the split test design. Their combined RBI 
scores would be compared and conelated with a similar inventory. In this case, the scores would 
be compared to the Religious Commitment Inventory-lO (RCI-lO). In this process it is hoped 
that two important research items will be recognized. First, there should be a direct correlation 
between the findings in the RCI-lO and the RBI. The higher someone scores on the RCI-lO, the 
higher his or her score should be on the RBI. Second, differences may also emerge as a 
consequence of this comparison. Distinctions may become apparent when comparing these two 
inventories. This is important because these dissimilarities speak to the full extent of the 
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information that the inventories actually have the capacity to reveal, as well as what they cannot 
suggest. For example, the RCI-lO identifies what the test author describes as Intrinsic vs. 
Extrinsic faith. In other words, this test is more existential, focusing on the beliefs or the non-
tangible aspects of one's faith. This must be compared with the RBI, which is less concemed 
with the existential aspects of faith, and instead focuses on identifying behaviors associated with 
the faith of the religious person. This comparative study hopes not only to show in what ways 
the RBI supports what is currently present in the field of religious assessment, but also to reveal 
ways in which the RBI may contribute to it. 
RESULTS AND ANALYSIS 
Clinical research that utilizes the single case design will often employ non-statistical 
analysis in the evaluation process of impOliant clinical data (Kazdin, 2003). Non-statistical 
evaluation usually refers to examining the data through the application of visual inspection. It is 
through the utilization of visual inspection that the researcher will determine whether or not the 
intervention has had a clinically significant effect. This approach is generally recommended 
when continuous data are available for one or several subjects (Kazdin). Although this means of 
data analysis is based primarily on subjective judgment, there are several characteristics that 
should be present in the data so that effect may not only be observed but also considered valid. 
These four characteristics will be discussed at length in the following section. 
First, a change in mean should be present across numerous phases. This change in the 
rate of the identified dependent variable should show clinically significant change consistent 
from one phase of treatment to another. A second result of the targeted clinical intervention is 
an alteration in the overall identified levels of the dependent variable. This change in scores may 
be observed at the start or at the end of a phase or intervention. An alteration in slope is the 
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third important characteristic. Treatment may be considered effective if the researcher is able to 
identify a consistent change in the direction of the slope that supp011s his or her hypothesis. This 
modification in the slope is particularly important when various treatment interventions are 
employed and subsequent changes are reflected in the client's state. Finally, the last 
characteristic is the latency of change. Treatment effects may be accurately measured by 
evaluating the speed at which change occurs. This is primarily observed after the conditions are 
modified or the intervention is systematically applied. The above four criteria or characteristics 
will be taken into account as the researcher evaluates the data in the following results section. 
Hypothesis One: An Integrative Manualized Treatment Model will Decrease Depressive 
Symptoms in a Religious Client as h1dicated by Scores on the Beck Depression mventory-II 
(BDI-II) and Subjective Analysis 
Data Sources 
Objective Data (See Appendix E) 
Hypothesis one proposes that for the highly religious client an integrative treatment 
approach will produce better outcomes than a non-integrative one. For this study the targeted 
outcomes or dependent variables are identified by a decrease in levels of depression as indicated 
by (1) scores on the BDI-II, (2) client reporting, and (3) therapist scores on session rating scale. 
BD/-II: Change in Scores. 
Appendix E presents the BDI-n results during a ten-week ICBT, manualized approach 
for the treatment of a highly religious depressed client. Although the Beck Depression Inventory 
-II does allow scores to exceed 60 points, for the sake of space and clarity, the author limited the 
graph to represent values up to 25. The client was measured four times during the treatment 
schedule. The measurement schedule required testing prior to session one, at the end of session 
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three, at the end of session six and at the end of session ten. The chart reflects a decrease in 
scores from 23 to 16 to 15 to 8 respectively. In addition to evaluating treatment efficacy from a 
more general overview, such as a graph can provide, there are other, more precise changes 
reflected on the BDI-II. These precise changes will be expounded upon in the discussion 
section. 
The client started with a BDI-II score of 23 and after 10 sessions ended treatment with a 
score of 8. This reflects a difference of 35% from pre-treatment to post-treatment scores. To 
state the results from this study in a more general manner it might be stated that, "as a 
consequence of an ICBT approach client (A) experienced a 65% reduction in depressive 
symptoms as indicated by the BDI-II." 
BD/-II: Change in Range. 
This 65% reduction in depressive symptoms is also represented in a change in the range 
of depression as categorized by the BDI-II. The BDI-II quantifies depression on four distinct 
levels. The first and most pathological is defined as severe depression (score range of 29-63), 
the second reflects moderate depression (score range of 20-28), the third is mild depression 
(score range of 14-19); and the last level is minimal (score range of 0-13). When assessing 
treatment efficacy it is important to observe any changes in the range of depressive symptoms. 
The client entered treatment in the moderate depression level. After the third session the client 
left that range and reported scores that reflect mild depressive symptoms. Finally, at the close of 
treatment the client's responses on the BDI-II were consistent with the minimal range. 
Furthermore, because this range descends to 0, it is reasonable that in this range the individual 
may actually be experiencing an absence of any depressive symptoms. Scores ranging from 0-13 
indicate minimal depressive symptoms. 
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BDI-II: Change in Specific Items 
At the end of treatment the client did not exhibit any clinically significant depressive 
symptoms as indicated by the BDI-II. Noteworthy changes also occUlTed in specific items on the 
BDI-II. Any responses that reflected a two-point change are included on this initial list. 
1. Sadness 
2. Loss of Pleasure 
3. Loss of Interest 
4. Change in Sleeping 
3-+ 1 
2-+0 
2-+0 
3-+0 
ICBT targets not only the mood of the client but also his or her thinking pattems. Special 
attention should be given when identifying any changes that deal with the cognitions and 
thinking pattem. The following items reflect a positive change in these symptoms that may 
respond to the ICBT. Note, in all of these there was a single point reduction in: 
1. Pessimism (Negative view of present) 
2. Past Failures (Negative view of past) 
3. Self Criticism (Negative view of self) 
Subjective Data 
Client Self-Reporting. 
1 
1 
The results of this study show that the client did experience reduction in depressive 
symptoms as well as changes in mood, behaviors and cognitions. Numerous statements that 
were taken directly from the session transcripts evidence these changes. Most reflect the 
changes experienced by the client as a result of this integrative treatment approach. For full 
session transcripts, see Appendix C. 
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1. "For a while I believed that I was cursed. When I started therapy I used to believe that 
but not as much now." 
2. "I used to feel anxious coming to counseling because I was afraid I would have to deal 
with something that made me feel uncomfortable, yet when I leave I always feel better. I 
become more comfortable with the issue by talking about it." 
3. "I am getting there, I am figuring out some of this stuff." 
4. "I felt like this counseling was very helpful. It helped me to see things somewhat 
differently, but I think most importantly, it aided me understanding God in my life. I had 
a very difficult time reconciling a loving God with what I initially went through with the 
. divorce." 
5. "I see that I have made progress but that it just does not seem like it is fast enough." 
6. "I can definitely, see the benefits." 
7. "These sessions keep me grounded and focused" 
Therapist Evaluation. (See Appendix F) 
In a fashion similar to the client's self-reporting, the therapist was asked to provide some 
subjective evaluation of two distinct aspects of treatment. These will be used as additional 
subjective data for analysis. The first includes the therapist's perceived level of treatment 
efficacy. In other words, how well did the therapist think the client benefited from that particular 
session as well as an overall sense of how the session progressed. 
Manual Adherence. (See Appendix 0) 
The second type of subjective data reflects the therapist's perceived ability to adhere 
closely to the manualized treatment approach. Upon completion of each session the therapist 
reflected upon and evaluated the session both on treatment efficacy (Appendix F) and on manual 
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adherence (Appendix G). These figures are found in the session rating scale located at the end of 
each individual session. The following section documents results from this rating scale. These 
therapist-generated scores attempt to quantify the overall therapist efficacy and manual 
adherence, again on a 1-10 scale. This scale is designed so that one represents the lowest level, 
and ten indicates the highest. The following scores are an average of the ten prescribed sessions. 
Further and more explicit explanations of the scoring of these two subjective evaluations are 
discussed in the Discussion Section. 
1. Treatment Efficacy: 8.1 average score (See Appendix F) 
2. Adherence to Manual Objective: 7.1 average score (See Appendix G) 
Hypothesis Two: Integrative Treatment will Increase Religious Exercises as Indicated by 
II 
Scores on the Religious Behavior Inventory (RBI) and Subjective Analysis 
Data Sources 
Hypothesis two investigates the connection between levels of depression and religious 
exercises. More specifically, this hypothesis proposes that an integrative treatment model will 
show both a decrease depressive symptoms and an increase in religious exercises in the highly 
religious client. The following results will discuss whether or not this hypothesis was 
supported. 
Objective Data (See Appendix H) 
RBI: Change in Scores. 
The RBI is a 40-item questiOlmaire designed to identify religious commitment as 
indicated by an engagement in vanous religious behaviors. This study proposes that an 
integrative treatment approach will increase the client's participation in religious exercises. This 
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client was administered the RBI four times during the 10 week case study. The first was pre-
treatment, the second was after the third session, the third was after the sixth session and the 
fourth time was after the tenth and final session. Scores on the RBI from the first session to the 
fourth are as follows: 71, 72, 77, and 78 respectively. Although there was an increase in 
religious exercises as evidenced by this client's responses to the RBI, the change was minimal. 
The client's pretest score was 71 and his posttest score was 78. This does reflect a minor 
increase of 10%. Therefore these results may be summarized in the following manner: As a 
consequence of an integrative treatment approach, client (A) experienced an 11 % increase in 
religious exercises as indicated by the RBI. 
RBI: Change in Range. 
The RBI has been designed to place the client's total scores within one of three ranges. 
The first range describes the client with a "limited range of religious exercise." Scores between 
0-60 fall within this category. The second range is described as a "growing range of religious 
exercise." This category is represented with scores falling within 61-119. The third and final 
level describes those individuals with "robust and vital range of religious exercises." All scores 
with values falling within 120-160 make up those with this robust level. The client entered 
treatment in the middle, "growing" range and did not change levels as a result of treatment. 
Although the client's RBI score did increase numerically, it failed to result in a shift in level. 
RBI: Change in Specific Items. 
In this next section the author will consider specific item changes in the RBI. Four of the 
forty items were chosen because they reflect a clinically significant change. These items were 
chosen because of the magnitude of the change. Specifically they reflect a change in the positive 
direction of at least two positions on the 4-point scale. Although there were numerous changes 
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across the RBI, the author selected only those that changed as indicated by the aforementioned 
criteria. The following are the actual statement taken directly from the RBI: 
1. I read religious literature 
2. I pray before my meals 
3. I talk with friends and family members about my faith 
These changes are not significant in number although noteworthy in magnitude. There are 
present in other observed progressions on the RBI, but they have been omitted because the level 
of progression was not considered significant by the author. 
Subjective Data 
Client Selj~Reporting. 
The following section documents statements that were taken from the actual transcripts of 
the sessions. These statements were made by the client and reflect personal spiritual growth as 
evidenced by an increase in reported religious exercise. 
1. "The devotional thing was good but I remembered why I stopped, I got discouraged. I 
suppose that is why it is good to face these things." 
2. "I do have a book of sacred readings, which I can read once a day." 
Although these statements are relatively few when compared with the mass of information 
generated by the therapy session, they do provide subjective data that should be reported. In 
addition to this explicit documentation the client did imply throughout the treatment sessions an 
increased interest in spiritual issues and in particular religious exercises. 
Therapist Evaluation. (See Appendix l) 
Graph plotting of the results of therapist subjective analysis of religious behavior may be 
seen in Appendix I. This next section provides a subjective analysis of the researcher's 
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perception of the client's level of engagement in religious exercises. This subjective analysis 
was conducted as pmt of the session rating scale. At the end of each session the therapist 
evaluated obvious or apparent religious interest/exercises on a scale between 1-10. These 
behaviors were reflected either in explicit comments the client made or in subtle religiously-
oriented observations determined by the therapist. This scale is a design similar to the 
aforementioned scales in which 1 reflects no growth and 10 reflects the greatest development. 
The numeric equivalent was determined by taking the average score of all ten sessions. 
fit Observable or Identifiable Increase in Religious Exercise 6.3 average score 
DISCUSSION 
Hypothesis One: An Integrative Manualized Treatment Model will Decrease Depressive 
Symptoms in a Religious Client as h1dicated by Scores on the Beck Depression Inventory-II 
(BDI-II) and Subjective Analysis 
Based on the objective and subjective data, it can be determined with some level of 
confidence that an integrative treatment model will decrease depressive symptoms in the highly 
religious client. This symptom reduction has been quantified through numerous measurements 
and means. The first measurement is the overall scores on the Beck Depression Inventory- II 
(BDI-II) (See Appendix E). The BDI-JI was used to show clinically significant change on three 
distinct levels. First, this ten-week ICBT was effective to show a 65% reduction in the overall 
BDI-II score. Second, ICBT produced a change in the range in depressive levels. At the start of 
treatment the client scored in the moderate level of depression; scores recorded at the termination 
of treatment fell in the minimal level. This reflects a decrease in two distinct levels. Third, 
specific items on the BDI-II reflect changes that are consistent with therapeutic targets of ICBT. 
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The items that are consistent with Beck's Triad showed change. These include beliefs about self, 
future and others. The BDI-II and its noted change provided reasonable support for the first 
hypothesis, that depressive symptoms do reflect a decrease when utilizing an integrative 
treatment approach. In addition to this use of the BDI-II, which yields an objective 
measurement, subjective data was also considered when drawing conclusions on treatment 
efficacy. 
Further symptom reduction was observed through client and therapist subjective 
reporting. The client provided subjective data through periodic reporting and offersed comments 
that suggest a general reduction of depressive symptoms. To derive this data the transcripts of the 
session were reviewed by the researcher, and pertinent comments were identified. Seven 
specific client quotes over the course of ten sessions indicated a clear progressive and consistent 
change towards the treatment goals. These comments offer subjective data and suggest that the 
integrative treatment model was effective for the client in the reduction of depressive symptoms. 
The therapist also provided a level of subjective evaluation regarding the efficacy of 
treatment and the reduction of depressive symptoms. Upon review of the transcripts and case 
notes, the therapist evaluated each session's "treatment effectiveness" using a 1-10 rating scale 
(See Appendix F). Treatment effectiveness was derived by a general sense of the client change 
that came about in the individual sessions. This change may include, but is not limited to, client 
insight development, psycho-education, self-evaluation and professed commitment to change. 
The sum of the average of the ten sessions was established and produced a score of 8.1 This 
relatively high score suggests, albeit subjectively, a notewOlthy level of treatment efficacy as 
perceived by the therapist. 
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The therapist also rated his ability to follow closely the manualized treatment approach 
(See Appendix G). This is important for two reasons. First, hypothesis one stated that an ICBT 
model would reduce depressive symptoms in the highly religious client. Therefore, it was 
necessary to confirm that an integrative model was actually applied as the independent variable. 
Second, the confirmation of an established manualized approach would permit further replication 
of this study for future research. As with treatment efficacy, a 1-10 ranking system was 
employed. A one represented poor adherence and a ten reflected a high level of adherence. This 
"manual adherence" was a function of fulfilling treatment objectives. The ICBT treatment 
manual is made up of ten sessions with three distinct objectives for nine of the 10 sessions. 
Upon review of the session transcripts, the therapist assigned three or four points for every 
objective that was fulfilled, based upon the level of adherence to each objective. Thus, two 
objectives would obtain a score of 6 or 7, completing all three objectives would produce a score 
of 9 or 10. The average score of the ten sessions, using this 1-10 ranking system, was 7.1. This 
average suggests a reasonable adherence to the manualized model. 
Based on the above findings of both the objective and subjective data, it is realistic to 
conclude that hypothesis one is supported. Enough evidence is available to support that a 
manualized, integrative cognitive behavioral therapy approach is effective for the reduction of 
depressive symptoms in a highly religious adult client. This conclusion supports, supplements, 
and in some instances contradicts some of the cunent research on this subject. 
Literature Review 
How these findings confirm previous research 
The work of McMullough (1999) Worthington and Sandage (2002) compared standard 
therapies with integrative therapies for the treatment of depression. These two studies employed 
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cognitive or cognitive-behavioral therapies specific to the treatment of depression. The 
researchers, based on their findings, have concluded that the integrative cognitive behavioral 
therapies produce better treatment outcomes for the religiously oriented client when compared to 
standard therapies. The explicit application of the Christian worldview and spiritual disciplines 
are common components that were present both in this cunent study and in the works of 
aforementioned authors. FUlthermore, these studies also parallel the current study because they 
both demonstrate that integrative CBT for the Christian client reduces depressive symptoms in 
this type of client. Utilizing religious references such as the Bible for bibliotherapy, religious 
imagery, personal reflection, and reference to Christian theology have been equal, or at times 
superior, to standard, non-integrative Beck-style CBT. 
In addition to the work of Worthington and Sandage (2001), Propst has contributed to the 
research investigating integration (1988). The integrative model discussed in Psychotherapy in 
the Religious Framework: Spirituality in the Emotional Healing Process is similar in theory, 
utilizing the ICBT approach, and builds on a variety of former research models (Propst, et a1.; 
Johnson & Ridley, 1992; Neilson, Johnson & Ellis, 2001). Specifically, her work focuses on the 
therapies that concentrate on cognitions and their conelation with the client's emotional and 
behavioral status. This current study further confirms the work of Propst and others who have 
found treatment efficacy in integrating faith with CBT. A central aspect of the ICBT utilized in 
this study was the emphasis on thoughts, feelings and behaviors and how this functions within 
the spiritual framework. This dynamic was mentioned repetitively both in the manual and in the 
session transcripts. Therefore the findings of this research supports and even adds to previous 
documented research, confirming Propst's model of an integrated treatment approach, further 
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validating the importance of highlighting the connection between beliefs, which are often 
religious in orientation, and their corresponding feelings and behaviors. 
Propst and associates (1992) designed a comparative study that investigated treatment 
efficacy between an integrative cognitive approach, a standard non-integrative cognitive 
approach, a non-cognitive pastoral counseling approach, and waiting list control group. They 
found that although the non-integrative cognitive approach was effective for reducing depressive 
symptoms in a highly religious client, it was less effective than the integrative cognitive 
approach and the non-cognitive pastoral counseling approach. Waiting list was least effective. 
These results suggest that for the highly religious client, integration of faith issues is as important 
as or more important with regard to treatment efficacy than cognitive therapy alone. This is 
evidenced by the fact that non-cognitive pastoral counseling was more effective than cognitive 
therapy for symptom reduction. 
In their study of 15 highly religious students, Richards and associates (1993) utilized a 
pretest/posttest design to measure subjective levels of depression, existential well-being, 
perfectionism, and self-esteem. The BDI-II was used to measure the levels of depression. Post 
treatment scores represented a decrease in depression, a decrease in perfectionism, an increase in 
well-being and an elevation in self-esteem. This study was unique because it demonstrated that 
as depression scores decreased, self-esteem and spiritual well-being increased. This negative 
correlation further supports the findings of the current study that hypothesized that as depression 
decreases spiritual well-being will incrcase. 
Finally, this study's emphasis on the role of faith in general mental health treatment is 
sUPPOltive of the work of Koenig, who found that clients who report high intrinsic religiousness 
tend to experience a more rapid remission of depressive symptoms (1988). Of the 22 prospective 
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cohort studies, 15 of them suggested that the greater the level of client religiosity at baseline, the 
lower the rates of depressive symptoms at follow up (Koenig, 2001). Research has also shown 
that an intrinsic faith has a mediating effect. Highly religious clients who have a diagnosis of 
depression show symptom remission sooner, producing a general decrease both in the intensity 
and in the duration of depressive symptoms (Koenig, George, & Peterson, 1998). 
How these findings disagree with previous research 
The professional literature does not fully support the findings of t~is current study. The 
work of Larson and associates (1989) found in their meta-analysis of religious commitment, that 
approximately 70% of the clients investigated reported no clear relationship in describing an 
apparent connection between mental health and religious commitment. Furthermore, Sharkey 
and Malony (1986) in their study, which made use of self-repOlts and surveys, also concluded 
that religious affiliation had no effect on mental health. Finally, Williams and as~ociates (1991) 
evaluated 720 individuals in a community-wide study and determined that religious affiliation 
was unrelated to mental health. Although these studies do not explicitly contradict the findings 
of this current study, they do suggest that religious commitment and mental health issues, 
treatment included, are not interrelated. This lack of relationship is fundamentally contrary to the 
findings of the current study that observes the connection between one's religious status and 
one's mental health. 
Pecheur and Edwards (1984) designed a research study that generated outcomes that were 
inconsistent with the findings of this current study. They assessed levels of depression utilizing 
the BDI-II in 21 Christian college students diagnosed with depression. They found that religious 
and secular cognitive behavioral interventions were significantly more effective than no 
treatment on perceived levels of depression. However, their findings went on to suggest that 
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there was no significant difference in treatment efficacy between religious and secular 
interventions. The manualized treatment approach utilized in this present study incorporates the 
application of very specific religious interventions. Integration fundamentally requires religious 
distinction in client conceptualization of the intervention process. Therefore, there is 
incongruence between the current study and the work of Pecheur and Edwards, who affirm there 
is not a therapeutic benefit between secular and sacred interventions. 
Johnson and associates (1994) in their 2 x 2 x 4 factorial design alTived at results that 
were also partially dissimilar to the conclusion derived from this current study. In their study of 
56 clients they used the BDI- II to measure levels of depression. With professed Christian clients 
as their sample, they compared an integrative Rational Emotive Therapy (RET) approach with a 
non-integrative Rational Emotive Therapy. They found that RET and the integrative RET had 
similar beneficial effects on the Christian Client with mild to moderate depression. The findings 
of Johnson and associates offer both confirmation and contradiction. They confirm that 
integrative and non-integrative cognitive oriented therapies are equally effective for the 
treatment of depression for the religious client. This present study, however, proposed that an 
integrative approach would actually produce better outcomes when compared to the client's non-
integrative treatment history. This distinction was not consistent with the findings of Johnson 
and associates. 
General Implications of Research Findings 
Theoretical implications 
There are numerous implications that may be derived from the findings of this cunent 
study. Included within these implications are those that pertain to theory, research, and clinical 
practice. Both religion and cognitive behavioral therapy emphasize similar theoretical structures. 
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These include the importance of perspective, learned behaviors, and the role of reward or 
reinforcement. Beck theorized that depression is a function of one's maladaptive and negative 
cognitions (Beck, 1967). With regard to perspective and beliefs, spirituality or faith has been 
shown to be an important factor in decreasing symptoms of depression. The research of 
Worthington (1988) suggests that the highly religious client views the world in a manner 
distinctively different from the non-religious. This difference may be evidenced by a more 
balanced, hopeful and optimistic view. This protective factor stems from the underlying belief 
that God loves humankind and is watching out for them. For example, it has been shown that 
individuals who view God as a warm, caring and lovable friend, seeing their religion as 
supportive were much more likely to have positive outcomes in treatment and to stay free from 
substance abuse than those with a more negative view of God (Kirkpatrick, 1997; Gorsuch 
1988). When comparing the theoretical underpinnings of Beck Triad and the findings of 
Kirkpatrick and Gorsuch, that one's view of God may modulate depression, it may be concluded 
that faith and the potentially positive cognitions that may stem from it, may improve treatment 
outcomes and provide protection against future relapse. The findings of this cunent study, 
integrating faith and cognitive behavioral therapy, support the theoretical consistencies between 
Beck's triad and the modulating effects of individual beliefs influenced by the client's deep faith. 
Further theoretical support for the similarities between faith, cognitive therapy and 
depression may be derived from the work of Seligman and others who propose the tenets of 
positive psychology (Seligman, 2000; Sullivan, Tripp, & Catano, 1997). Positive psychology 
suggests that that quality of life is a function of positive subjective experience, positive 
individual traits, and interactions within positive institutions. It this emphasis on the positive, as 
opposed to the pathological, that separates Seligman's work from the general field of 
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psychology. One area in particular that Seligman, Sullivan and associates discuss is Attribution 
Theory. This theory is particularly relevant because it pertains to development and maintenance 
of clinical depression. Attribution theory teaches that the wayan individual attributes or 
interprets life events has a great deal to do with how he or she feels and thinks. Some clients 
may possess a negative attribution style (NAS), yet others may hold to a positive attribution style 
(PAS). This style does weigh heavily on beliefs, feelings and behaviors. Someone with a NAS 
will ultimately see the world through a negative evaluation, drawing negative conclusions and 
further facilitating depressive and other pathological symptoms. Conversely, those who maintain 
a PAS will see the situation more positively and experience fewer negative feelings and 
behaviors. The findings of this cunent study have shown that religion and a deep faith, 
integrated in therapy, can often cause an increase in positive attribution. As suggested by 
Kirkpatrick, (1997) and Gorsuch (1988), those who believe that God is loving and caring, and in 
control of their lives may find their evaluation or attribution of life events more positive. It is 
therefore this positive attribution and the sense of hopefulness and general optimism that may 
decrease depression and inhibit relapse. In a fashion similar to Beck's triad, attribution theory 
emphasizes the formulation of a positive outlook. Many religions support positive evaluations of 
individuals, of situations and of the future. Religious institutions further teach their congregants 
the importance of the positive. Attribution theory, Positive Psychology and Beck's Theory 
theoretically seem to work in conjunction with the ideals set out in this study's integrative 
therapy. 
It has been suggested that the majority of this integrated research has been initiated by 
those whose work has a cognitive behavioral orientation (Neilson, lolmson, & Ellis, 2001). 
What is noteworthy regarding this observed theoretical connection is that not all forms of 
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psychotherapy seem to "fit" as well as this one does. Some do not have the aforementioned 
theoretical underpim1ings that work parallel with religion. Fundamentally this sense of "fit" is 
suggesting that with regard to religion, not all psychotherapies are created equal. Some forms of 
therapies at best accommodate for the client's religiosity but others, unfortunately, may actually 
have a somewhat antagonistic effect. The early work of Ellis and Psychodynamic psychology 
would offer examples of this contrary view. These theoretical perspectives may offer a listening 
ear or provide reflective questioning, but fail to actually integrate the unique aspects of the 
client's faith in treatment. This failure to integrate has not been true for many who hold to a 
more cognitive orientation. Rational Emotive Behavioral Therapy still appears to be the most 
prolific in the current research. These integrative therapies, when applied by skilled clinicians, 
support faith issues in the actual treatment process, producing more favorable outcomes. 
Therefore, this study has considered the many underpinnings both of CBTIREBT and of 
faith and has found them to be mutually supportive. The notion of ICBT is more than a religious 
ideal; rather, it embraces two potent and relative components of the human experience and joins 
them to form a rclative means in growth and wellness. Faith, thinking and learned behavior are 
integrated to assist, support and move to greater wholeness. Future implications regarding 
theory might investigate other forms of psychotherapy and examine how easily they integrate 
faith in their treatments. They may further consider outcomes, not only regarding mental health 
status, but also issues of spiritual growth and development, exploring the overarching theoretical 
underpinnings and how these specific components support religious growth. 
Research implications 
This study was unique because it employed a ten session manualized model for the 
treatment of depression in the highly religious client. This manualized approach may be applied 
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in future studies as a means of investigation in an attempt to develop further insight into 
understanding the real value of integration. The findings of this study suggest that in general, 
integrative therapy is beneficial when treating the highly religious client. However, the specific 
aspects of ICBT that are most relative are not clear. Therefore, by employing this manual, future 
studies may replicate either the exact design, or a close approximation, of the current study to 
distinguish specific valuable components of integration. For example, what would the outcome 
be if a non-religious therapist followed the manual for the treatment of a religious client? By 
designing a study with these parameters the researcher may be able to determine more accurately 
if it was the therapist or if it was the integration process that was the most salient aspect of the 
treatment. Also, this manualized approach may answer the question of how effective this ICBT 
would be for the treatment of an anxiety disorder or another disorder that is normally responsive 
to non-integrative cognitive behavioral therapy. This manualized design allows the future 
researcher to replicate the study, applying various types of clinicians with different client 
distinctions so as to determine other, relevant clinical information. 
Clinical implications 
Eighty-five percent of the medical doctors evaluated in a recent multi-center survey 
indicated that physicians should be aware of their patient's religious and spiritual beliefs 
(Koenig, 2004). Client spirituality can also be neglected in psychotherapy, particularly for the 
untrained clinicians who view the client's faith as a somewhat insignificant variable among 
numerous other "important" variables effecting treatment. The results of this study make 
evident the potential danger of this clinical ignorance. Clinical ignorance is seen in 
underutilization of mental health services by the highly religious, early termination in treatment, 
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and clinician frustration in working with this population (Propst, Ostrom, Watkins, Dean, & 
Mashburn, 1992; Worthington, Kurusu, McMullough, & Sandage, 1996). 
Specific to this study was an assessment process in which the client's spirituality was 
considered early in the treatment. Based on this initial confirmation of the client's spiritual 
status, the appropriate integrative therapy was applied. This early assessment and targeted 
treatment generated positive treatment outcomes for this single case study. From a practical 
perspective, it has been shown to be important that time be allotted for an accurate initial 
assessment of the client's spiritual life to be included with the general assessment process. 
To further elaborate on the value of a thorough assessment, it seems fitting at this time to 
comment on a common conceptualization regarding assessment. The biopsychosocial approach 
is an assessment method applied to assess accurately the client presenting for treatment. In this 
model the clinician assesses the status of the client's biology, health, psychology, his or her mind 
and emotions and finally, his or her social, interpersonal relationships. This constitutes an 
essential and recommended approach. Yet it lacks something that this study has identified as a 
significant assessment and treatment issues; that is the client's spiritually. Effective ways to 
access the client's spirituality and the successful integration of faith issues in treatment is an 
important implication derived from the findings of this current study. Although the 
biopsychosocial method of assessment is standard, this current study recommendation offers an 
addition in identifying client spirituality. This may reflect what the author refers to as the 
biopsychosocialspiritual assessment model. This emphasizes the overarching value of 
understanding the client on four rather than on three levels. Based on this new, four level 
approach, it is fUl1her hypothesized that better treatment outcomes may be a consequence of 
deriving an understanding of the client on these four domains. 
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Understanding the importance of integrative treatment from an ethical perspective is also 
a significant theoretical issue. Faith or religion maintains a separate category in the Diagnostic 
and Statistical Manual of Mental Disorders, Fourth ed. (APA, 1994 p. 685). The Ethical 
Principle of Psychologists now requires members of the American Psychological Association 
(APA) to view their client's religion as a significant component in issues of treatment. This 
importance is evidenced by the recommendation that in some cases, the issue of client 
spirituality may require special knowledge and training on the part of the clinician. The 1992 
APA Code of Conduct also specifies that in the absence of qualified services from a 
psychologist, appropriate referrals for the client should be made as a means to ensure proper and 
complete treatment for the spiritually oriented client. Religion, therefore, is shown to be a 
pervasive aspect for many clients and should be clinically treated as such. Ethical treatment, in 
some cases, is then governed by this single imp0l1ant aspect of the client's life. As supported by 
the AP A, and fundamental to sound ethical treatment, the understanding of the role religion plays 
in and outside the treatment office is critical. 
The clinical implications derived from this study focus on issues of treatment efficacy. 
First, the assessment process was considered. Effective treatment of depression for the 
religiously oriented client must Sl311 with an accurate assessment of all four domains. These 
include the client's health, relationships, psychology and, added as aresult of this study, his or 
her spiritual life. It was suggested that this fourth domain is very important, and must be 
included to assure optimal treatment outcomes. Second, effective treatment, from an ethical 
perspective, will always consider the client's spiritual underpinnings. The findings of this study 
have shown that it makes sound, clinical sense to integrate the client's spiritual strengths in 
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overall treatment strategies. This manual included both the early assessment of spiritual issues 
and the integration of faith throughout treatment. 
General Limitations of the Study 
Design and internal validity 
When compared to other integrative studies, the current research is unique in numerous 
ways. One way in particular is the application of a manualized approach for the treatment of 
depression. This manual offers both distinctions and problems for the overall design and internal 
validity of the study. In this particular study, only one researcher was responsible for the 
investigation and ultimate development of the treatment manual. This limited input in the design 
is full of potential problems. First, it does create a narrowness of treatment perspective. For 
example, this developer applied preferentially a certain assessment protocol as well as very 
specific treatment strategies. In addition to assessment and treatment strategies, specific 
interventions were discussed and applied during scheduled sessions. Although this design was 
based on the research in integrative cognitive behavioral therapy, all of these strategies and 
interventions were selected on one individual's clinical and religious preference. Second, this 
manual may also reflect narrowness in religious perspective. When developing this manual, the 
designer was keenly aware of the potential risks and limitations of becoming too specific 
regarding faith issues. Unfortunately, the ability to accommodate all religions is impossible, and 
the best attempt was made to create a generally effective and open approach. This manual was 
designed with a Judeo-Christian perspective, and worked well with this client because this 
individual was Christian. However, the effectiveness of this manual may have been threatened if 
the client had presented with a more varied or unconventional form or religion. In conclusion, 
the design of the treatment manual offered both a strength and weakness. It was strong because 
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it was unique and offered a pre-test, post-test design, but was weak because the manual, the 
independent variable, was limited in its development. 
External validity and generalizability 
Kazdin (2003) observes numerous important insights regarding the single case study. In 
his book, Research Design in Clinical Psychology, the author describes single case designs on 
the "opposite end on the dimension research rigor." (p. 272) With the work of Kazdin in mind, 
the author of the current study echoes the deep limitations in external validity and 
generalizability seen in single case studies in general, and this study specifically. 
Kazdin notes that case studies "rely heavily on anecdotal information in which clinical 
judgment and interpretation playa major role." (p. 272) This limitation was evidently present in 
the current study. Much of the conclusions derived from this study were highly subjective by 
both the client and therapist. This does not suggest that the conclusions are inaccurate; rather, 
they are somewhat questionable with regard to generalizing the findings to other populations and 
settings. Second, he notes that, " Therefore, results with this type of design should be held with 
caution. The final concern observed by Kazdin is the generalizability of the conclusions derived 
from the study. He states that, "it is possible that the individual case will reflect marked or 
unique characteristics and not provide widely generalizable findings." (p.272) This lack of 
generalizability is primarily a function of the lack of standardized or replicable procedures that 
are often found in the single case study. Further studies should attempt to replicate the present 
study to the best of the researchers' abilities. The process of constant replication and comparing 
and contrasting the results of numerous single case studies may increase the value of the 
individual findings and thus create a greater sense of external validity and generalizability. 
Measurements 
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The treatment results of this study were determined by two primary data sources. The 
objective data used in this study, specifically the BDI-II, is fairly standard and is considered 
acceptable for studies that investigate depression. However, further research could benefit from 
a second objective measurement, paralleling the scheduled BDI-II assessment. This second 
measurement tool might also be part of a more elaborate, and thorough post treatment schedule. 
It is recommended that this post treatment evaluation continue well beyond the ten-week 
treatment period. It is suggested by this researcher that the client have a six, twelve and 
eighteen month follow up assessment schedule utilizing these two objective data collection 
measurements. 
In addition to the change in the scheduling of the collection of this objective data, future 
studies might benefit from the use of better quality subjective data. For example, instead of 
relying on the client to report his or her subjective change, the application of another individual 
assessing the client on his or her perceived depressive presentation would offer a more unbiased 
and subjective analysis of observed mood change. This objective may be accomplished by a 
family member or friend. This data can then be analyzed and used as a means to determine, 
perhaps more accurately, treatment efficacy. A change in therapist subjective rating would also 
benefit future research. This might included a better means to define and account for "treatment 
efficacy" and "manual adherence." A possible solution might be the activation of a committee of 
objective reviewers that may evaluate the transcripts with the aim of more accurately calculating 
the data to determine if the sessions were effective and whether or not the therapist did 
accurately adhere to the treatment manual. The application of these additional members in the 
evaluation process will present a further level of unbiased evaluation, thus offering a potentially 
more valid study. 
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Future Directions 
The results of this study offer future direction particularly in the area of integration. 
Psychology training programs should emphasize, along with the standard diversity education, 
more information on integration, particularly as it pertains to the clinical setting. The many 
conclusions generated from this study, with regard to integration, are consistent with other 
research findings which suggest that client spirituality is an important variable in treatment 
outcomes (McMinn, 1991; Nielsen, Johnson, & Ellis, 2001). It has been noted that the mental 
health community does hold to a reasonable degree of spirituality and faith (Bergin & Jensen, 
1990). Shafranske and Malony (1991) also found that a psychologist's religious and spiritual 
orientation do influence treatment approaches and therapeutic interventions. If the 
aforementioned findings are accurate, that most clinicians value spirituality, formal training in 
this area will then be welcomed as part of a thorough education in cultural competencies. This 
study has noted that as an awareness of spirituality is achieved through a complete education 
process, the psychologist may more effectively treat the religious client. This may produce far-
reaching effects both for the clinicians and for the clients. 
A major contribution of the current study rests on the development and application of the 
manualized approach. It is within the context of this manualized treatment that future clinical and 
research applications can be derived. Austed and Hoyt (1992) note that because of the overall 
change in the climate of the national health care, psychologists, social workers and counselors 
may eventually be getting paid similarly for doing essentially the same job. This equalization, 
brought on by managed care, may create a decrease in pay for the psychologist, producing a 
reduction in the number of those pursuing doctoral work. Furthermore, it has been projected that 
because of the disproportionate influx of individuals requiring mental health services and the 
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overall limit in the supply of Masters level therapists, a chasm will develop. This decrease in 
trained professionals will parallel a corresponding increased demand for non-professional 
religious counselors. These counselors may be made up of clergy or lay counselors working in 
the context of the church, synagogue or religious organization. It is in this environment that 
future applications of the manual developed in this study will be most useful. It is hypothesized 
by the author that the application of this manualized approach may make training and practice 
more readily available for the non-credentialed counselor. This application both in the classroom 
and in the treatment room will meet the therapeutic demands of an ever-increasing clinical 
population. 
In addition to the use of the manual for training and treatment, this ten session treatment 
approach also supports the current trend towards a brief psychotherapy model. Worthington and 
associates (1996) note that brief models of religious counseling, whether done by professionals, 
clergy or lay counselors need to be developed, researched, and applied. The overall objective, 
Worthington suggests, is to reduce time in counseling, yet maintain efficacy in the treatment. 
Further treatment implications derived from this study suggest that manualized approaches and 
intervention effectiveness should be evaluated in the context of rigorous research. This current 
study is one of the few research projects that offer brief integrative therapy in the context of 
clinical treatment. Therefore, future research should seek to apply manualized treatment in 
various contexts and for differing forms of psychopathology, all within the faith based 
framework. 
This study contributed further to the increased awareness and value of religion and 
spirituality. New-age spirituality, renewed enthusiasm by the Christian community with 
conservative views, and an influx of immigrants who possess varied religious traditions have led 
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to an increased interest in religion and spirituality. This study has contributed to the current body 
of literature that investigates religion and faith in the mental health setting. It has also focused 
on religion, or spirituality, as a cultural issue that the professional should manage ethically. The 
contribution of this study is simply the beginning. Future studies should be used to develop 
sound theories that are broader than those with a single religious tradition. It has been observed 
that much of the current research has been implemented on the Christian faith community 
(Nielsen, Johnson, & Ellis, 2001). Future research should consider questions such as: How 
would this study do when used with a Muslim or Jewish client? Worthington and associates 
(1996) comment that with the growing number Muslims in the United States, a need for a theory 
of counseling Muslims is required. Although this current study sought to design a manualized 
approach that might be applicable to numerous religious faiths, future studies should seek 
specificity in treatment design and theoretical constmct. From this study many contributions 
may be derived. 
Hypothesis Two: Integrative Treatment will Increase Religious Exercises as Indicated by 
Scores on the Religious Behavior Inventory (RBI) and Subjective Analysis 
Hypothesis two investigates the increase in religious behavior when treatment includes an 
integrative model. More specifically, this hypothesis proposes that when working with a highly 
religious client an integrative treatment model will support spiritual growth and increase 
religious behaviors. Based on the objective and subjective data it can be reasonably concluded 
that an integrative treatment model will increase religious exercises in the high} y religious client. 
This religious behavioral growth has been quantified through numerous measurements. 
The first is the overall scores on the Religious Behavior Inventory (RBI), which was used to 
identify potential change on three distinct domains. In this current study two of the domains 
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showed change as a result of treatment, although one did not. First, IeBT was effective to show 
an 10% increase in the overall RBI score. Second, TeBT did not produce a change in the range 
of religious behavior as represented by the RBI. Pre treatment and post treatment scores were in 
the growing level of religious exercises. Finally, specific items on the RBI did reflect changes. 
This alteration in specific items on the RBI does support the notion that TeBT will both decrease 
depression, as discussed in hypothesis one, and increase religious behaviors in the highly 
religious client. 
It should be observed that the RBI might not have been an exceptionally good inventory 
for this particular client. Eleven of the 40 questions on the RBI have to do with the client going 
out and patiicipating in an actual community based religious activity. For some, this community 
participation is a typical part of the faith experience; for others however, the notion of social 
interaction is less desirable. That was precisely the case with this client. He was somewhat 
isolated, one who infrequently went out and would feel most comfortable at home. Therefore, the 
responses to 25% of the test questions, statements that had to do directly with increasing social 
interaction, showed little to no change during the course of treatment. The RBI is a good 
inventory for identifying religious behaviors; however, for those less inclined to participate in 
community based faith exercises, results might reveal somewhat less of a change than may 
actuall y be present. 
Increased religious behavior was also quantified through subjective reporting of the client 
and therapist. The client provided subjective data by indicating over the course of treatment, the 
therapeutic benefits and a general proliferation in religious behaviors. The transcripts of the 
sessions were used to derive this data (see Appendix e). During treatment the client made three 
very specific statements indicating a clear, progressive, and consistent change in overall religious 
117 
activity. This increase does suggest that the integrative treatment model was effective for this 
client in increasing religious involvement. 
Finally, the therapist also provided a level of subjective evaluation regarding the efficacy 
of treatment and the corresponding growth of religious behaviors. Upon review of the transcripts 
and case notes the therapist evaluated, on a 1-10 rating scale, specific aspects of what the 
researcher determined to be "observable religious behaviors." Each session's rating was based 
on indicators of increased religious behaviors and an average was determined. The average of 
these ten sessions produced a score of 6.3. This moderate score may suggest minimal but 
observable level of treatment efficacy in increasing religious behavior. 
This subjective rating system does reveal something interesting about the course of 
treatment. Appendix I includes a table that charts the scores over the course of the ten sessions. 
Careful observation reveals an interesting trend. The first four sessions reflect probably the most 
notable changes in the individual's spiritual life or religious behaviors. Then over the course of 
the next four sessions the ratings of observable religious behavior actually reflect the lowest 
scores. Finally, the last two sessions indicated a second increase similar to the early rating 
figures. The researcher explains this phenomenon in the following maImer. Spirituality was an 
important aspect of the early sessions due to the nature of the client's depression. He was 
depressed because of numerous reasons, one of which was a result of the deep belief that God 
had abandoned him and that is why life was so difficult and unfair. Therefore, some discussion 
and much directive work focused exclusively this issue. The goal of this directive work was to 
restructure these erroneous beliefs and thus decrease his depressive symptoms and at the same 
time encourage his spiritual growth. With the client's spiritual life becoming more stabilized 
through this targeted counseling, the attention then shifted on a more cognitive behavioral 
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concentration. The final two sessions refocused on spiritual issues as he prepared for 
termination; reflecting on areas of personal growth and getting ready for the future. 
The objective and subjective data support hypothesis two, that a manualized, integrative 
cognitive behavioral therapy approach is effective for increasing religious behaviors in a highly 
religious adult client. This conclusion both confirms and contradicts some of the CUlTent 
research on this subject. The following section will discuss these studies. 
Literature Review 
How these findings con/inn previous research 
Ellison (1991) found a similar connection between mental health and faith. Utilizing a 
cross sectional, national survey of nearly 1000 individuals, he found that individuals with strong 
faith reported higher levels of life satisfaction, greater personal happiness and fewer negative 
psychosocial consequences of traumatic life events. The conclusions of this study confirm the 
ideas that faith offers a protective element, and that the more vibrant one's faith is, the more 
stable that person will be, psychologically and socially. 
Carol (1993) investigated 100 members of various AA groups to see if there was any 
cOlTelation between religious behaviors such as prayer, meditation, general spirituality, purpose 
of life, and length of sobriety. He employed a questionnaire for steps 11 and 12 in the AA 
program. Out of his research emerged a positive cOlTelation between frequent use of prayer, 
meditation and other spiritual disciplines and the repOIted purpose of life and length of sobriety. 
The work of Carol confirms previous research that has established a correlation between spiritual 
behaviors and overall life satisfaction and quality of living. 
Richards and associates (1993) designed a study, similar to the current research, and 
reported similar results. In this study of 15 highly religious students a pretest-posttest design was 
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utilized to measure subjective levels of depression, existential well-being, perfectionism and self-
esteem. Validated inventories were used to measure the aforementioned dependent variables. 
Post treatment scores represented a decrease in depression, a decrease in perfectionism, an 
increase in well-being and an elevation in self-esteem. This study was unique because it showed 
the negative correlation between depression and spiritual well being, religious behavior included. 
As depression scores decreased, self-esteem and spiritual well being increased. This study, 
designed in a similar manner as the current, confirms its findings. 
Poloma and Pendleton (1991) researched the positive correlation between religious 
behaviors, life satisfaction and overall happiness. The results of their study produced findings 
similar to this current work. Their study randomly sampled 560 adults from various religious 
backgrounds. They employed a correlational questionnaire research design utilizing numerous 
measures on subjective well-being and religious practices. After controlling for education, 
gender, race, income and age they found that prayer and other religious behaviors were 
frequently and positively related to existential well being, religious satisfaction and happiness 
and were negatively cOlTelated with unhappiness and depression. 
How these findings disagree with previous research 
The findings of hypothesis two have also disagreed, on some level, with the work of 
other researchers. Koenig and associates (1993) employed a survey design to determine if a 
connection exists between religious behaviors and anxiety disorders. For the basis of their data 
collection they utilized a diagnostic interview, and various measurements on anxiety and 
religious behaviors. Based on their sample of 1,299 individuals they found, after statistically 
controlling for confounds, that the frequency of private religious behaviors was unrelated to 
anxiety disorders or symptoms. Although this study did not look into depression or overall life 
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satisfaction, it did consider the interaction between religious behavior and a specific psychiatric 
disorder, concluding that the two were not related. 
Markiders and associates (1987) also found an inconsistency between religious behavior, 
prayer, and life satisfaction. This study was included in the discussion section because it is one of 
the few studies that utilized a longitudinal design. This study followed 511 adults for eight 
years. Data was collected through tri-annual interviews and an inventory to measure life 
satisfaction. Specifically, the findings of this study suggested that there is not a strong 
correlation between religious behavior, prayer specifically, and life satisfaction. From this study 
it was concluded that the frequency of private prayer was positively related to life satisfaction 
only 33% of the time, leaving 67% of the time suggesting no correlation. 
Much of the comparative research noted in the aforementioned section is correlational in 
design, using surveys as their primary means of measurement. This current study, however, used 
a pretest, posttest design with a specific applied treatment. It is this distinction that makes this 
current study important and a noteworthy addition to the current body of integrative research. It 
also applied a manualized treatment approach, which allows this design to be replicated and 
easily transferred for application within other religions and faiths. Finally, this study adds to the 
current research because it is one of the few integrative approaches that targets both issues of 
faith and mental health. Mental health is investigated through the dependent variable of 
depressive symptoms. Hypothesis one considered this issue in pmticular. Faith is studied 
through the pretest and post test evaluation of religious behaviors as identified by the RBI, thus 
showing how an integrative approach will actually further facilitate spiritual growth as seen 
through an increase in religious behaviors. 
General Implications of these Findings 
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Theoretical implications 
Effective treatment IS often the consequence of numerous variables. One of these 
consequences is the exactness or the approximation of the contextualization process. The theory 
of contextualization or contextualizing identifies the importance of matching the client, and his 
or her needs and values, with a therapist who has similar strengths and values. The idea 
underlying this variable is that the closer the match between the client and therapist, the more 
effective the treatment outcomes. In the CUlTent study there was a closely observed match. The 
client was strongly religious and the treatment manual espoused an integrative model supporting 
his faith; furthermore, the religious beliefs of the therapist were also compatible. This similarity 
potentially produced an immediate therapeutic bond and may have yielded better treatment 
outcomes. 
Bergin and Jensen (1990) surveyed 414 therapists (118 marital and family therapists, 106 
clinical social workers, 71 psychiatrists, and 119 clinical psychologists). The results of this 
study found that the percentage of clinicians who regularly attended religious services varied 
from 32% (psychiatrists), to 50% (marital and family therapists). However, the majority of those 
interviewed, (65%-85%), agreed that their religious or spiritual beliefs governed their lives. The 
work of Bergin and Jensen suggest that among the mental health community there might be a 
substantial interest in spirituality when broadly defined, including the participation in more 
traditional expressions of religion. From a theoretical perspective this study identified a viable 
yet neglected area of clinical exploration, the identification and matching of values between the 
client and therapist. It has been shown that religiously sensitive intervention starts with the 
therapist's own beliefs about religion, about their religious clients, and about the religious 
community in general. It is hypothesized that the degree to which the therapist has respected his 
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or her own faith values, to that same degree will he or she more likely be able to appreciate the 
clients' values (McCollough, 1999). The process of becoming more effective as a therapist in 
working with the religiously oriented may actually center on the capacity of the therapist to 
integrate skills, knowledge and appropriate personal characteristics. As this process of 
familiarization continues, he or she may become more capable to navigate successfully the 
therapeutic process with the religiously oriented client. The findings of this study further support 
the work of Bergin and Jensen and the theoretical construct of contextualization. The matching 
of client to counselor must occur on numerous levels; religion and spirituality is just one of them. 
It was observed in this study that as the client perceived he was understood and supported in his 
faith he expressed an increase in positive religious behaviors. This increase in positive religious 
behaviors may have had a mediating effect, thereby decreasing symptoms of depression. 
Research implications 
Specific to the findings of this study, the author wants to make an observation regarding 
research implications. This study identified an actual change in religious behaviors as indicated 
by the RBI. As a consequence of an integrative manualized approach the client experienced an 
11 % increase in religious behaviors over the course of treatment. These results, although 
indicating con'elation, do not suggest causation. Nor do they confirm that the manual, the 
independent variable, was the primary cause for religious behavior development. To further 
validate these findings, future research should control for variables both in the client and in the 
therapist. An example of this is the application of this integrative approach with clients that are 
not of the same faith or traditions as the client in the CUlTent study, to see if there is a 
confirmation in positive results. To identify its overall effectiveness, this manual should be 
applied with a more diverse set of religious clients. Future research should also seek to match 
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non-religious therapists with religious clients, and a religious, non Judeo-Christian therapist with 
a religious, non-Judeo-Christian client. This variation of matching will extract the active 
components from the manual and thus determine if the manual, not some other intervening 
variable, actually brought about the increase in religious behavior. 
Clinical implications 
Pastoral or Christian counselors should carefully consider the clinical implications 
derived from these findings. It has long been agreed upon that CBT is effective in the U'eatment 
of numerous mood and anxiety disorders. However, many religiously oriented therapists are not 
aware of the theoretical elements found within CBT that act on the psychopathology to decrease 
its presenting symptoms. Furthermore, this lack of awareness also keeps religiously oriented 
therapists from fully grasping the cOlmection between integrative therapy and the deVelopment 
and spiritual growth of the counselee. Therefore religiously oriented clinicians may find this 
study insightful, offering them a greater awareness of the theoretical and clinical underpinnings 
about those elements that make the ICBT approach effective in dealing with the highly religious 
client. 
The second group of clinicians who would benefit from careful investigation of the 
findings of this study are those secular psychologists and counselors who may understand the 
intricacies of cognitive behavioral therapy but have not leamed the benefit of developing faith in 
the clinical setting. These professionals may utilize the findings of this study and begin to treat 
their religiously oriented clients in a more targeted fashion, identifying faith issues early in 
treatment and then supporting the growth throughout. The assumptions regarding faith, religious 
behaviors and treatment goals may need to be reconsidered, and instead of viewing them as 
mutually exclusive, clinician and client alike would benefit from seeing them united. The 
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findings of this study support this concept of integration. The process of integration is exactly 
that, a process that will require a re-edueation both of the religious and of the non-religious 
professionals. This study was a small palt of this process. Future work should add to this 
objective. It may be through this step-by-step development that a new generation of clinicians 
and consumers will view integrative therapy as effective for emotional and spiritual change. 
General Limitations of the Study 
Design and internal validity 
The results derived from a single case present with a wide variety of limitations (Kazdin, 
2003). As is the case with most N of one designs, there are a wide variety of restrictions 
regarding conclusions that may be derived from this study. Cone and Foster (1995) stated that 
when conducting a non-randomized study the researchers must control for potential confounds. 
They went on to note that if they do they may have" ... stronger support for a causal hypothesis 
than if you failed to control these variables" (p. 245). One confound that was not adequately 
accounted for lies in manner in which data was collected. This study lacked a careful structure 
designed to minimize the influence of external, intervening variables that could potentially 
influence levels of religious behaviors. To remediate this problem, a future study might employ 
a brief objective assessment instrument that can be administered during each session. The 
Religious Commitment Inventory-W (RCI-lO) might be a good recommendation. This brief, 10 
question inventory allows the therapist to track religious commitment on a session-by-session 
basis. This regular assessment may show a spike in religious behaviors that might have been a 
consequence of an environmental factor as opposed to the integrative treatment manual. For 
example, an individual may statt the manualized ICBT treatment and begin to experience a mild 
improvement in his or her spiritual life. This development assumedly is a function of the 
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treatment. Then, during the course of therapy, the client may coincidently be exposed to a 
religiously oriented growth opportunity. This may include the invitation to go away for a 
religious retreat or even something as subtle as developing a meaningful relationship with 
someone from his or her religious community. This retreat or relationship then becomes an 
important external, intervening variable that could potentially influence the validity of the 
study'S results. Based on the recommendation of Cone and Foster, future studies therefore 
should somehow track these potential intervening variables that may limit testing validity and the 
accuracy of the conclusions derived from this study. These strategies could include limiting the 
treatment to only five or ten consecutive weeks. This sh0l1er time period may protect from these 
environmental religious events. Also, the identification of any community or interpersonally 
faith-based experiences should be noted early in treatment and tracked on a regular basis. 
External validity and generalizability 
Cone and Foster (1995) note two important aspects of psychological research that weigh 
heavily on a study's external validity and generalizability. They note that the " ... characteristics 
of the population and specific operationalization of the independent variable ... " can often 
directly influence the overall usefulness of research conclusions. It is these two domains that this 
next section will discuss. First, the author would like to consider the population, which in the 
case of this study is a single religious client. A significant problem, as noted by Kazdin (2003), 
is that a single client, although helpful for establishing hypotheses, is highly limited in 
determining general conclusions. Therefore, this limited population, n=l, lacks power regarding 
external validity. Future studies might look into applying the ICBT manual to a larger 
population who may express a wide range of religious persuasions. In addition to the limited 
number of clients in the research pool, this study \vas also limited in its diversity of religious 
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expression in the client. The client investigated in this study confessed a Christian faith. Like 
many other large religions, this faith has distinctions that may limit the application of the results 
to some other spiritual populations. An underlying question regarding the extemal validity of 
this specific study is how effective the manual, the independent variable, would be with a non-
Christian. Therefore, the population used in this study lacks both size and diversity. This 
limitation will ultimately restrict general conclusions that can be derived. 
In addition to the limitations due to the research population, the author will consider the 
second domain considered by Cone and Foster (1995), the operationalization of the independent 
variable., which in the case of this study was the development of the ICBT manual. The ICBT 
manualized approach was developed by one individual who held to a religious structure that was 
primarily deistic, utilizing spiritual resources that are consistent with a Judeo-Christian 
perspective. This deistic view focuses on a theology that supp0I1s a belief in a single deity. 
This perspective supports some of the more popular religions of the world, including Islam, 
Judaism, and Christianity. For other faiths, which are more polytheistic in nature, such as 
Hinduism, the manualized approach and the RBI in paI1icuiar may be less effective and accurate 
in facilitating and identifying spiritual growth. There are other individuals who may have a deep 
spirituality, yet lack any real affiliation to a religion or structured faith. Therefore it is appar~nt, 
based on the diversity of the expressions of faith seen in the world and the degree of specificity 
in this manual, that as an independent variable it has significant limitations. 
In conclusion, future integrative research that might offer greater generalizability would 
benefit from the directions of Worthington and associates (1996). As a researcher of integrative 
treatment, Worthington offers important questions that might make future integrative studies 
more externally valid. These studies will consider the following issues: (A) what religious 
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values, beliefs and behaviors for a variety or religions produce what particular expressions of 
good and poor mental health in what type of clients, (B) how does a person's faith influence him 
or her in times of stress and what religious values, and beliefs act as protective factors in a 
client's mental health, and (C) what activates the religious schemas that affect judgments, 
attitudes, and behaviors in the highly religious client. The results of this current study were 
focused and specific to a certain type of client presenting with a defined form of 
psychopathology. Although helpful on some level, it may best be seen as a starting point upon 
which future research can grow. 
Measurements 
This study presents with numerous limitations in the overall identification and 
measurement of religious behavior. The measurements used to track religious behavior 
throughout the course of treatment were limited in their reliability and validity. In addition to the 
actual measurement devices are the problems associated with the collection of data. It is 
important to recall from the Results Section that this study utilized both objective and subjective 
data for evaluations. The objective measurement method was a standard, objective rating 
system of the religious behaviors. For this study the researcher utilized the Religious Behavioral 
Inventory (RBI). This type of inventory is standard for this type of study. The RBI offers face 
validity but ultimately does lack construct validity. Although this research paper did set forth a 
strategy to validate the RBI, the actual follow through of this process never occurred. As a 
consequence of this lack of validation process the usefulness of the results derived from the RBI 
will always be in question. The RBI also is designed with a more traditional, religious client in 
mind. It questions much about religious community, religious rituals and religious education, all 
of which are typical components of the more traditional faith expressions. For a non-traditional 
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religious client, the RBI would be less helpful. A second or third test that might parallel the RBI 
might be a good recommendation for future studies. The RCI-lO or other tests that identify and 
measure religiosity could be applied, and the results from all three tests could offer a remediation 
to the limited scope and validity of the RBI. 
In addition to the concerns associated with the objective measurement, there are more 
problematic aspects found in the measuring of the subjective data. The subjective data was 
derived primarily by the researcher. The researcher was responsible for evaluating the 
transcripts and identifying statements that indicated spiritual growth. The fundamental problem 
with this approach is that there is a conflict of interest in wanting either to elicit responses in 
session or to look too much into statements that are recorded. This pressure is obviously present 
because the researcher wants to see results, even if they do not necessarily exist. Future studies 
should design a system of identification of subjective data that would be more accurate. To 
facilitate this restructuring process it is recommended that future studies employ an objective 
third party rating system. Having a non-relative or research associate rate the client on expressed 
acts of religious behavior can accomplish this objective. This can be integrated in the rating 
system through daily interactions between the client and his or her family member. In addition 
to this informal ranking system it is also recommended that the transcripts be evaluated by a 
totally objective member of the research team, considering statements that may exhibit areas of 
spiritual growth as expressed by an increase in religious behaviors. The goal of modifying this 
method of evaluation rests in increasing objectivity and thus making the results of this subjective 
data more meaningful. Too many problems can occur when the researcher is the primary data 
collector and evaluator. Implementing these changes increases the chance of accurate data 
collection. 
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Future Directions 
Worthington and associates (1996) in the work titled, Empirical research on religion and 
psychotherapeutic processes and outcomes: A lO-year review and research prospectus, cite a 
number of important areas that require future investigation and research. The religious client 
represents the first area of expanded inquiry. He notes that, "methodologically, innovations are 
needed. Researchers must study samples of controls, as well as people who seek help from 
friends, lay counselors, clergy and professional therapist. Researchers must move beyond 
questiOlmaire studies and investigate actual help seekers in the environments in which they seek 
help." (p.470) This cunent study, although far from perfect, did attempt to address some of the 
areas of interest proposed by Worthington. It was designed to apply an integrated treatment 
model to a highly religious client. The results indicated that within the context of treatment, the 
application of ICBT produced outcomes that were more favorable then those treatment 
approaches that did not utilize an integrative protocol. A second area of future research noted by 
Worthington and associates targets the counselors. Research is needed on the characteristics, 
training and effectiveness of each type of counselor, contrasting non-religious counselors with 
religious counselors in the treatment of religious clients. What type of religious therapist creates 
an environment to encourage religious behavior and decrease individual psychopathology? 
Finally, studies need to be broadened to include the wide range of religious counselors 
representing a variety of religious backgrounds in multiple contexts. Added to the list of 
counselee and counselor is the religiously oriented treatment interventions. Future research, as 
noted by Worthington, should investigate the efficacy both of explicitly and of implicitly 
religious techniques. Research is needed in the overall treatment effectiveness of techniques 
such as prayer, use of Scripture or sacred writings. Many of these were applied in the current 
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research, but it is still unclear which ones were most effective and why they were effective. 
Also, research is especially needed on techniques that can cut across religious and nonreligious 
populations. An example of that would be the role of forgiveness, the effect of the interaction 
with the faith community, and the role of meditation on mental and physical health. Finally, 
outcome studies similar to the current work are needed to investigate secular approaches that 
have been adapted for use with the highly religious client. 
In the last 20 years the quality of studies has improved and the number of studies has 
grown as a variety of different topics have been investigated. This change is a consequence not 
only of the field of psychology, but also is a reflection of the world in general. As a result of a 
more spiritually oriented climate, the interest in more diverse and rigorous research has 
escalated. It is in this environment that the current study was birthed and developed. Continued 
progress will occur in this incredibly important area of investigation only as the demands of 
science and the interest of the public converges. It is in the context of this union that a 
mushrooming of quality and insightful investigations occurs. With this in mind, this research 
endeavor hopes to become a small part of an evolving field, creating more effective and relative 
treatment approaches that integrate two very critical human aspects; psychology and spirituality. 
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Appendix A 
Religious Conlluitment Inventory (RCI-tO) 
Rank each one with (1)= not at all true, (2)=somewhat true of me, (3)= moderately true 
of me, (4)= mostly true of me, or (5)= totally true of me. 
1. I often read books and magazines about faith. 
2. I make financial contributions to my religious organization. 
3. I spend time trying to grow in understanding of my faith. 
4. Religion is especially important to me because it answers many questions about the 
meaning of life. 
5. My religious beliefs lie behind my whole approach to life. 
6. I enjoy spending time with others of my religious affiliation. 
7. Religious beliefs influence all my dealings in life. 
8. It is important to me to spend periods of time in private religious thought and 
reflection. 
9. I enjoy working in activities of my religious organization. 
10. I keep well informed about my local religious group and have some influence in its 
decisions. 
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AppendixB 
The Religious Behavior Inventory (RBI) 
Please read over the following 40 statements and respond based on the level or frequency of your 
paIticipation in the prescribed religious exercises. There is no right or wrong answers. You need to 
simply respond based on your subjective involvement in the noted activity. Each respond should reflect 
your overall engagement in the last two weeks. Provide only one answer in the box next to the religious 
exercise. 
1= Never 2= Sometimes Often 4= Always 
1. I pray [ ] 
2. I read religious literature [ ] 
3. I sing religious songs [ ] 
4. I read the Bible or other sacred writings [ ] 
5. I attend religious meetings (Services, Mass, Synagogue, Temple) [] 
6. I attend religious education events (Sunday School, seminars) [ ] 
7. I sacrifice things because of my faith (Fasting meals) [ ] 
8. I watch religious TV programs [ ] 
9. I give financially to religious organization [ ] 
10. I share my faith with other people (Evangelism) [ ] 
11. I pray for others during my private prayer time [ ] 
12. I pray with others when I am in their presence [ ] 
13. I take time to meditate on religious matters [ ] 
14. I take time to study sacred writings [ ] 
15. I meditate on sacred writings [ ] 
16. I partake in sacred rituals (Communion, confession, etc) [ ] 
17. I dress a certain way as a consequence of my faith [ ] 
18. I eat a certain way as a consequence of my faith [ ] 
19. I memorize sacred writings [ ] 
20. One day a week I focus more on faith (i.e. the Sabbath) [ ] 
21. I pray before my meals [ ] 
22. I participate in certain responsibilities at my place of worship [ ] 
23. In an attempt to leam I take notes at my weekly religious service [] 
24. I talk with friends or family members about my issues of faith [ ] 
25. I listen to religious musical tapes, CD's or the radio [ ] 
26. I listen to religious educational material on tapes, CD's or the radio [] 
27. I joumal regarding important religious matters [ ] 
28. I think about faith issues [ ] 
29. I buy items that are religious in nature [ ] 
30. I sing songs during services at my place of worship [ ] 
31. I give to others because of religious beliefs [ ] 
32. I attend conventions or retreats for spiritual growth [ ] 
33. I assist others because of my faith [ ] 
34. I visit the homebound or needy because of my faith 
35. I participate in group discussions at my place of worship 
36. I pray to God for most of my personal needs 
37. I read sacred writings for comfort and inspiration 
38. I give financially to my place of worship when requested 
39. I can recall sacred writings to memory 
40. When given the opportunity I share my faith with others 
] 
] 
] 
[ ] 
[ ] 
[ ] 
[ ] 
Add up all the above responses andfill in the grand total in the below box 
Total [ ] 
Validity Section 
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Compare the following pairs. Subtract the difference of each pair. If the total difference of all 
five pairs is greater than 10 the results of the RBI should be considered questionable. 
Question 4 
Question 19 
Question 1 
Question 10 
Question 
0-60 
61-119 
120-160 
9 
] 
] 
] 
] 
] 
Total: 
Question 37 ] = ] 
Question 39 ] = ] 
Question 36 ] = ] 
Question 40 [ ] = ] 
Question 38 [ ] = ] 
-------------------
[ ] 
Score Evaluation 
Limited range of religious exercise 
Growing range of religious exercises 
Robust and vital range of religious exercises 
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Appendix C 
Transcription of Treatment Sessions 
Session One 
Therapist: Thank: you for corning in today. We will meet for 10 sessions. Each session will last 
45-50 minutes in duration. Additionally, I will be taping each session for my records. You have 
already completed a number of surveys or psychological assessments. You will be asked to fill 
out some of the same ones you've already completed in the future to assess our progress. You 
will be asked to fill them out at the third, sixth and tenth session. Is this clear and do you 
understand this. 
Client: yes 
During these sessions I will introduce an integrative approach to psychotherapy that combines 
Cognitive Behavioral therapy with Faith. Cognitive Behavioral Therapy uses our thinking 
process and learned behavior to change negative emotions and behaviors. In addition, we will 
look to your faith to assist in these cognitivelbehavioral changes. Does that make sense? 
Client: Yeah 
Therapist: The general structure of the sessions will include a review of the week as well as set 
an agenda for each session, and then, in most cases, we will end with some homework. I Imow 
you have been in counseling before, tell me about that. 
Client: Yes, a few years ago I saw a therapist for depression and anxiety. 
Therapist: What were the issues you were working on? 
Client: we talked about what was going on in the divorce. 
Therapist: did she pretty much focus on the depression, did you find it to be helpful 
Client: Yeah, to some degree. I was also put on Paxil during that time 
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Therapist: what parts of the therapy were helpful? 
Client: Urn, I was really going through panic attacks and I was having trouble with that. I was 
feeling depressed and I was all over the place. It helped me to focus 
Client then went on to expound on the divorce that essentially sent him into counseling. I don't 
know if the last t}velve years of my marriage and relationship with my ex wife were a joke. I still 
don't know why she do this to me .... it was a cruel thing to do at the worst time in my life 
Therapist: It sounds like you are really angry 
Client: No, I am not angry 
Therapist: Do you think you do not feel the anger because you are so depressed 
Client: I have been so down that I do not feel anymore, I think if I did start to feel again it would 
probably be angry. 
At this point the client went on to discuss the pm1iculars about the divorce and how the events 
profoundly affected hiln in a negative way. Ultimately, he reports not fully being able to 
comprehend the course of events that preceded the divorce. 
Therapist: Did you find that when your wife started seeing her (the psychologist that was 
instrumental in causing the divorce. She did numerous unethical practices, and truly was 
detrimental to the maniage) your depression worsened? 
Client: I think my depression worsened, our relationship got worse, I started basically going into 
a hole. I would go into my office and shut the door and lock it. 
Therapist: Let me get a time. You had some vocational problems prior to 9/11 ... and you were 
going in and out of some depression. Some days good and some not so. 
Client: Immediately after 9/11, it was October after 9/11. I went into depression for about a 
month. After that I tried 10 pull myself out of it doing what I could. I started doing some 
150 
freelance work. For there was no job openings. The whole sector was closed down, no one was 
wanting to do advertisement back then. Then a thing opened up with a non-profit. I started doing 
more and more work with them and then I was hired. I worked for about a year. 
Therapist: So during that year you were feeling pretty good. 
CHent: We were having some success with the job. The depression only lasted about month. 
During this time the client provided a time line of the divorce, depressive symptoms and 
vocational success and difficulties. Eventually, he lost his job, was divorced by his wife and 
entered a period of depression that was rather severe. 
Client: On March 17 or 18, I remember because the night before was S1. Patrick's Day. The next 
day, when I came that night I was told my wife was going to leave. When I reflect on the last few 
years I believe I am cursed. 
Therapist: You believe you are cursed. 
Client: Yes 
Therapist: How does this belief make you feel? 
Client: Sad and overwhelmed. 
Therapist: From then until now, what has been the most significant emotion ... depression? 
Client: Pain. 
Therapist: Pain? Was it emotional pain? You can literally feel it. 
Client: I feel it sometimes it feels very much physical 
Therapist: Depression? 
Client: No, its pain. I feel pain every night, every morning when I get up. Every night when I go 
to sleep. Sometimes I can't sleep at night. Urn, its true pain. Sometimes I feel like my heart is 
breaking. 
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Therapist: That seems greatly painful. 
Client went on to further expound on the intricacies of how his life changed after this March 17-
18 date when his wife served him papers. Upon receiving the paperwork, he noted that he could 
not finish reading the papenvork due to the pain. Shortly after this his doctor put him on Paxil 
CR for approx. one month. 
Therapist: Would you say from that point until now it is as bad (in terms of depressive 
symptoms)? 
Client: Yeah. 
Therapist: It sounds as if it really has not remitted at all. 
Client: When I was having the vocational problems I was having anxiety .... I prayed to God and 
said you can take my job but don't take my wife or son. I was like Job. It was like one thing 
after another. And then less then a year later I lost them. And not only were they gone but it was 
my wife that did it to me .. .I am not sure how that relates to God what happens to me doesn't 
make sense. Does it fit into some sort of spiritual plan? I feel sort of numb with it all. 
Therapist: Are you numb with God? It seems like you are numb about a lot of things. And your 
spirituality is just another one of those things you are numb about 
Client: I know a number of things scripturally; I know a number of things doctrinally. If I did 
not know them I might be angry, but trying to resolve that, it is irresolvable to me. 
Therapist: How do you resolve this reality with the Bible. 
Client: It is a big question, I have talked to Pastors about it and I have not found an answer that 
makes sense. 
Therapist: I am amazed that God, in conversing with Job, He did not mention one thing about 
the trial he endured! In fact, it is the longest recorded dialogue between God and man and he 
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does not mention why it happened. Job went to grave, never knowing why it happened. Job 
received many blessings in the end of his life, but he never understood. 
Client: When I read Job, it never made sense to me. Why did he allow that to happen? I am not 
putting myself in the same place as Job. I was not totally innocent. Why did this happen to me? 
Other couples have had done worse things yet they were able to make their marriage work. Why 
not us? 
Therapist: Do you think or believe that God still has a plan for your life. God, in the Bible, said 
the latter end of Job would be more blessed than the beginning? 
Client: I have said to God I will do what ever he wants and if I could learn something from this 
divorce so be it. Yet, I know the marriage is a sacred vow and I can't see how God would not 
want me to be with my wife. 
Therapist: Right 
Client: So at that point, none of it makes sense 
Therapist: Right now 
Client: How could going through a divorce make sense. If God was pl31ming out a course, how 
could divorce be part of it? 
Therapist: We can focus on why what I am experiencing is not "fair" and does not make sense 
in light of the scriptures. And feel even more depressed. Or we can look to other scriptures that 
give us a sense of hope in spite of what is happening in the present. The Bible tells us that we 
must walk by faith and not by sight 
Client: Then I will have to ignore the reality of what is going on 
Therapist: What do you mean? 
Client: I have to accept that God has plmmed divorce for me and I have to endure it. 
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Therapist: Not necessarily. There are certain things that we cannot control. The course of 
events in the past is beyond our control. As you reflect on them you understandably, become 
more depressed. What would happen if you change your focus to the promises of hope from the 
scriptures? Your beliefs and attention would be on the positive and not the negative. We don't 
say the negative does not exist; our focus is on the positive from the scriptures. Does that make 
sense? 
Client: Yeah 
Therapist: So, as we close, if you were to consider some of the positives, and maybe you would 
be doing it for the first time in a while, how do you think your life would be different? Can you 
make a list of how your life may change if your focus shifted from the negative, and how life is 
so unfair to the positive promises of God's promises in your life today? 
Client: I suppose I can do that. I have been focusing on the negative a lot lately. 
Session Rating Scale 
• Session Number: One 
• Completed By: William J. Librizzi, MA, MS, LPC 
• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 7 (8) 9 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 (7) 8 9 10 
(Circle one that best describes session) 
e Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 5 6 (7) 8 9 
10 (Circle one that best describes session) Client was able to objectively look at the 
important issues of faith that were upsetting to him. 
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• Comments: Overall this was a good first seSSIOn, although some of the manualized 
treatment objectives were not fully met during this time. However, important, somewhat 
critical issues were fully accomplished. These include, identifying the presenting 
problem and the severity of this problem. Also, the client was able to tell his story and in 
doing so, the therapist was able to empathize and thus create a noteworthy therapeutic 
bond. Finally, the ICBT concept was indirectly introduced. The therapist would have 
liked to be more specific with this discussion on ICBT, offering more then a reference to 
the importance of beliefs and feelings. Nonetheless, a good foundational session to build 
on in the days to come was accomplished. 
Session Two 
Therapist: We have about 45 minutes today and the primary objective of today's session is to 
review a little bit from last session to make sure I am on the same page as you and make sure I 
understand your level of depression. Furthermore, I want to discuss with you the multiple 
expressions that depression exhibits in your life. It wasn't just the situation with your wife, it 
sounds like things were going on that were making you feel anxious and depressed priQr to the 
separation. It sounds like one of the themes that seemed to run through all of this is Chris is this 
belief that I am out of control, I am powerless, I have lost my job and I can not get it back. I 
can't find another job although I am trying. I finally seem to be getting some control with the 
non-profit work I'm doing and then I have these people potentially trying to sue me. I can't do 
anything about. I have this psychologist telling my wife things that are not true; I can't do 
anything about that. And I have my wife leaving me and taking my kid away from me and I 
can't do anything about that. Even when she presents that she wants to work on things and then I 
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get a divorce notice. So that was kind of one of the themes that ran through the last 3 to 4 years. 
Have you ever reflected on that? 
Client: Constantly, I have thought of that and if there were something I could have done to have 
stopped or changed it I would have. 
Therapist: Would you say that powerless would describe the way you felt? 
Client: That is definitely part of it, but that is not necessarily the whole picture. The whole 
aspect of accepting it, how do I do this and what does that mean. Have I been doing that or have 
I not been doing it. 
Therapist: Accepting, or the word acceptance. One of the things I saw, Chris, in what you just 
said was if I accept my life right now that I have agreed with what she has done or I bought into 
or agreed with what she did to me. So for you, you were combining acceptance of the situation 
and acceptance of what she did 
Client: I think the depression is just a symptom I know I am to a certain extent just because how 
I act and what I do. It is not something I care one way or the other about. It bothers me but the 
real issue is the situation. 
Therapist: The real issue is the life situation, the depression, however is just a symptom. 
The client "went on to discuss that the depression with it's numerous components. These included 
this thinking, physiological and behavioral components. 
Therapist: What I see is that your whole insides are completely contorted. You seem so out of 
sorts that your reference points are just shot out. You are feeling anxious because your whole 
environment is out of sorts. That's kinda of the image I am seeing. 
Client: Sometimes I am experiencing the fight or flight syndrome. Sometimes I feel very 
anxious. 
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Therapist: what is your thinking like? Is your mind very cloudy? Is it harder to think clearly? 
Client: Yes, 
Therapist: Do you experience a general lack of energy? 
Client: Pretty much 
Therapist: But you are also not sleeping well, how are you eating? 
Client: I eat ok, I stick to simple stuff because I live with my parents my mother makes some 
food for me 
Therapist: Do you cry frequently? 
Client: Urn, I think. Before this I used to never cry. When this first started happening I cried 
more. Sometimes I feel like crying, I just can't 
Therapist: What do you think about? Do you think about the future or the past? 
Client: Yes, both 
Therapist: What do you think about when you think about the future? 
Client: Being alone. I wonder what my ex and son are doing. Try to think about how to get out 
of this. 
Therapist: When you think about the past what do you think about? 
Client: The times we had together, the good and bad. I think about why she did what she did. 
Therapist: Do you struggle with feelings of rejection? 
Client: Urn, I am not sure I feel rejected. Yes and no. I do feel rejected but I don't like to dwell 
on that. I always had a problem with accusations. 
Client went on to discuss his past interactions with his wife and how these sometimes-negative 
interactions would cause him to get defensive. 
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Therapist: You see again, Cln'is I want to review what we discussed earlier. Maybe powerless 
would not be the right term, maybe it might be not being able to influence things. A number of 
imp0l1ant things came against you. You lost your job and then had accusations when you finally 
got a new job. Then on top of that it was your wife. These are all-impOltant areas. Your job, 
your wife, your character all negatively influenced. Then on top of it your faith was shaken. In 
some ways you most important al'eas were not fully under your influence. I think that is a target 
for us to rework the way you are viewing this. This is what we call cognitive restructuring. 
Cognitive restructuring has for its objective the goal of inselting alternative evaluations, 
alternative thoughts in looking at situations with a hope of causing less of a negative reaction. 
You almost seem to be exhibiting posttraumatic symptoms with the anxiety and heightened 
arousal. Often at times this is addressed through avoiding behaviors. These often include 
substance use 
Client: I don't drink or drug, it turns me off. However, I do use computers to avoid the thinking 
of it. There is an interactive game on the intemet that I use. It is an alternate world, a fantasy 
world. 
Therapist: I would describe it as a sedating. I want to go back to my hypothesis. That you felt 
very out of sorts, because of the things you experienced. People experience this conflict all the 
time. They question if God is a good God why did such and such happen. And for you most of 
the trauma was relational. So what do you do? You go to the computer and you study people. 
Let me learn people again, in the computer world. So I can detennine what people are like. 
Does that describe what you are experiencing? 
Cliellt: That is it exactly; when we were still manied, and we would get in fights I would also 
escape to the computer 
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Therapist: Do you tend to be an avoider. 
Client: Yes and no. I do avoid certain things in certain situations. I definitely procrastinate a 
lot. That has been a problem most of my life 
Therapist: Tell me about all the depression, the avoidance and procrastination. Where do you 
see God in all this? How have your beliefs in God been influenced? Do you see Him he for or 
against you? I remember in last session you said you felt cursed. How is your faith in God? 
How can you utilize that faith for the future? 
Client: It prevented me from killing myself. I think I was waiting for God to tell me what to do. 
And I never really saw that. I don't feel like I heard or saw anything to change. 
Therapist: Do you believe God is disappointed in you? 
Client: I want to say to God, "why did you let this happen to me"? But I know that as a human 
being J have not earned anything, the Bible says, all my righteousness is as filthy rags. I am not 
blameless here. So it has just been, just bizalTe. J believe J am alone 
Therapist: Did God leave you alone or are you simply feeling alone? 
Client: I can't presume to lmow 
Therapist: Do you think you could benefit if you stmted to read the Bible, pray and listed to 
worship music everyday? 
Client: I used to do that a lot more. But I did not see any difference. I did not feel any comfort 
from it. J did not see any change in the situation. 
Therapist: If you went to God and said "I want to restructure my thinking, I want to see you ... as 
my all and all regardless of my situation"? I am wondering if you became discouraged because 
you did those things to see your situation change. When it did not you stopped because there 
was no results. 
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Client: That was part of it I think. I also did not see a prospect or a future, sometimes a miracle 
will happen but not then .. .I did not think that anything positive will happen and if something did 
happen it would not come about by anything I did. 
Therapist: So you did not see the connection between prayer and results. I have no question you 
are depressed. And there is not question your depression is influencing your behavior in a 
retarded way or psychomotor vegetation. You are not doing much; your concentration is not 
sharp. 
Client: Some of those things yes, but other things, I just don't care anymore and that is not 
because the depression. 
Therapist: What is that because? 
Client: My situation 
Therapist: Help me articulate this Chris in a belief, "My situation is so bad that I don't care 
about the future, and I never will care" Would that be the way you believe? 
Client: I would add and I won't until something changes in my situation 
Therapist: I going to say that a different way, "I don't care about anything today, or tomorrow 
unless my situation changes" do you have a problem with that? 
Client: No 
Therapist: Let me ask you something as objective as possible. Is my current state, with my 
thoughts and feelings, going to help or hinder my relationship with my ex-wife and son? 
Client: Hinder it 
Therapist: So my thought would be, let me do my best to positively help that relationship. 
At this point the session went in a different direction. 
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Therapist: You said earlier that depression is the symptom of the situation and it is a rather 
severe symptom. As a counselor I want to influence the symptom because we really can't 
overwhelmingly effect the situation. Your quality of life you are living is one that I don't believe 
is easy. Would you want to get better? 
Client: There is a part of me that does but also a part that does not. 
Therapist: What part doesn't? 
Client: Because what difference does my quality of life matter outside of having my family with 
me. My family is the most important part of my life. Because the things that are most important 
are gone. 
Therapist: So what you are saying is if I can't have my family nothing else matters, does that 
make sense? Are there any particular things that you can do between now and our next session 
that can be a purposeful step to make you quality of life better? It could be getting up earlier and 
not staying in bed too late in the moming. Or I am going to try to read my Bible 5 momings a 
week. I would like to see you engage your will in something productive. Can you think of 
anything? 
Client: I do have a book of sacred readings, which I can read once a day. 
Therapist: Maybe you can also pray that God will help you see him as you spend time in your 
moming readings; focusing on Christ instead of the situation. What do you think? Does that 
seem reasonable? 
Client: Sure, I will do that. 
Session Rating Scale 
• Session Number: Session Two 
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.. Completed By: William J. Librizzi, MA, MS, LPC 
• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 (7) 8 9 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 (5) 6 7 8 9 10 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 5 6 (7) 8 9 
10 (Circle one that best describes session) 
• C0llll11ents: Again this session seemed to fall short of specifically adhering to the dictates 
in the manual. It was difficult to keep the client on task. Important issues were 
accomplished namely, levels and characteristics of depression, more thorough 
explanation of ICBT and open and frank discussion of client's spirituality. The client 
opened up more than before and it appears he will be a good candidate for this study. 
Session Three 
Due to problems with the recording device theraplst was not able to record session three: 
however, some data was retrieved through the notes that were taken from the client's chart. The 
following is an overview of the session structure as reportedfrom session notes: 
At the start of session three the client indicated that he was "encouraged after the first two 
sessions." He reported doing his homework requesting he increase his participation in spiritual 
exercises. He also reported that, although feeling encouraged by the early sessions, some 
upsetting feelings were beginning to emerge. It is hypothesized that these negative feelings may 
more accurately be attributed to the depressing feelings associated with actually beginning to 
face the hurtful past and difficulties in his present situation. 
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When asked what are the significant difficulties he is facing right now the client quickly 
reported that the first difficulty is related to his most recent divorce and the second problem 
facing the client was the apparent distance he reports feeling in his relationship with God. These 
two themes will be woven throughout the duration of treatment. 
The therapist presented a diagram illustrating the connection between his beliefs, feelings 
and behaviors (See Appendix D). The client was then asked to identify the CUlTent beliefs he 
holds on to during periods of stress or struggle. The following is a partial list of reported 
negative beliefs. Once reading them it becomes somewhat apparent that the negative, depressive 
feelings would understandably follow. 
1. I don't enjoy anything. I don't deserve to enjoy anything 
2. Everything is trivial 
3. I want God to change my situation. 
With these identifiable beliefs the therapist and client began to walk through the 
interconnectivity process between feelings and behaviors. Client reported feeling, at times, 
angry with God. This anger is somehow cOlmected with the third documented belief. Client was 
asked to consider alternatives to these beliefs or various other ways to view them. The concept 
of challenging beliefs was not completely discussed or accepted during this initial session. 
Further education will take place in sessions to come. Finally, the client and therapist 
recommended two homework assignments. The first is to continue with biblio-therapy. In this 
case, the client was asked to continue with his reading of sacred writings but also to include a 
Christian book called Your Best Life Now. This "self-help" book utilizes faith to the 
improvement of ones life experience. Also, the client was asked to start a journal to log beliefs 
and feelings between sessions. The primary purpose of this homework assignment was to allow 
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the client be more aware of this belief/feeling cOlmection as well as to assist the therapist in 
understanding what the client may be experiencing on a daily basis between sessions. 
Session Rating Scale 
III Session Number: Three 
III Completed By: William J. Librizzi, MA, MS, LPC 
• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 7 8 (9) 10 (Circle one that best 
describes session) 
III Rank~ Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 (7) 8 9 10 
(Circle one that best describes session) 
III Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 5 6 7 (8) 9 
10 (Circle one that best describes session) 
Comments: For a more thorough commentary on this session see the above session 
description. The primary focus of this session was the client's spirituality. Much work was 
spent identifying first the connection between thoughts and feelings and then helping the client 
identify his own dysfunctional thinking patterns. Also, behavioral assignments were used to 
impact his spiritual life. 
Session Four 
At the start of session four the client was shaven and his grooming had improved. This is a 
noteworthy change for up until this point his grooming was very poor. His affect was somewhat 
brighter as he worked his way through the session. 
Therapist: What has been some of your thoughts regarding counseling since this is our fourth 
sesslOn 
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Client: At first I was really encouraged after the first three sessions. I was hoping I could figure 
out what is going on. Then as I had to do some stuff, it brought about some pain as I started to 
face some things. The devotional thing was good but I remembered why I stopped, I got 
discouraged. I suppose that is why it is good to face these things. 
Therapist: What you are saying is that you have not been able to keep your head above the 
water. As we discussed these are foundational issues you are stmggling with. And the only way 
you could deal was to avoid it. Therapy is good in that we are talking; yet painful because you 
are facing things which at times, and maybe current, are unmanageable. 
Client: In the one sense the situation is not as fresh yet it still has not become better. I do feel it 
is getting better with God, even though the situation with my ex is no better. 
Therapist: And by me requesting you do the devotional reminded you of some of that deep 
spiritual pain. 
Client: yeah 
Client went on to describe some of the situational aspects and the individuals who greatly hurt 
him in the divorce and custody proceedings. He was very aware concerning the violations of 
trust by others as well as how he specifically avoided even the most minimal aspects of the 
divorce process. 
Therapist: (client reported feeling very upset because his ex had not tried to e-mail him in the 
last few weeks) Some of the things we have discussed regarding Integrative Cognitive Behavioral 
Therapy, cause us to consider how we look at things. Did the notion that she could be out of 
town; did that even cross your mind? Or where you totally fixated on the fact that she wants 
nothing to do with you? 
CJient: No, I suppose I believed that it had to do with me alone. 
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Therapist: So that was an explanation that never even entered your mind. What were some of 
the explanations that you thought about? 
Client: That she was playing with me. She did not care about me, did not love me. 
Therapist: Now it was mentioned the work of Aaron Beck and the triad of depression. In his 
research he proposes three categories of beliefs; such as beliefs about self, others and the future. 
In this case the beliefs about other: she has no interest in me, or beliefs about the future, we will 
never get together. If those are the beliefs what type of feelings did these beliefs create 
Client: Anxiety, restlessness, fears. 
Therapist: It sounds like you were very upset. 
Client: I would do stuff like walk up and down the stairs; look out the window pretending like I 
was looking for something. I would loose interest in computer games; I would isolate from 
family and did not want to be around others. It was making me very restless and it was painful. 
I could not even watch TV 
Therapist: Chart for me your emotional state over the last five weeks. On this piece of paper 
would you document how you have been feeling? (At this point the client was given a chart with 
which he could document subjective feelings of depression over the course of the last five 
weeks.). It seems like the last week was very difficult. Do you remember the circle, what was the 
event the started this negative cycle of depression? I think I lmow what they are but I wonder if 
we can discover what you see them as. 
Client: It was the request of my ex to know information regarding our finances was the 
activating event. 
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Therapist: So this event acted as a very real reminder of your divorce. Can you write that down 
and make an asterisk where that event occurred. It is suggested that this be done because we need 
to be aware of the triggers. 
Client: She came to see me to discuss this before. It was upsetting discussing these financial 
issues 
Therapist: OK, was there anything else that may have contributed to these negative feelings? 
Client: Then there were the holidays, it was difficult seeing all my family and knowing that we 
were not together as a family. 
Client 'went on to expound on an interaction lvith his brother-in-law. This particular issue was 
upsettlng to him. He did address his negative feelings face to face with hiln in an appropriate 
manner. The theme of the client being victimized by so many individuals, this person included, 
seems to run through his perceptions and beliefs. At this point the client is going over his 
h01nework from last session. This homeHlork assignment requested that the client chart his 
feelings and thoughts, an activity similar to a DTR. Finally, the client went on to discuss an 
interaction he had lvith his ex-wife. He described the interaction as being fairly positive, but left 
the encounter with much mixed feelings and emotions. This therapist recommended that the 
client maybe change his perspective regarding fixing the marriage now. If he changed his 
perspective he may find himself less distressed. It was at this point that the therapist introduced 
the idea of cognitive distortions, and in particular, dichotomizing. 
Therapist: It appears that you tend to see things very black and white so things are either great 
or catastrophic. I want you to do some homework, take the sheet home (the sheet discussed here 
is a list of commonly observed cognitive distortions) and rale the different cognitive distortions 
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based on which ones best represent you. When you see things in black and white, it tends to 
create much emotional turmoil. 
Client: I don't know what that means though; things are either right or wrong. 
Therapist: In some regards you are right. But I think a lot of life is not like that. For example, 
if she says I am not ready to give you actual custody ... (Client breaks in) 
Client: She never says she wants me to see Christopher. She always says, "That Christopher 
wants to see you." At this point the client went off discussing this ex-wife's lack of connection 
with him. 
Therapist: We started this session by discussing her not e-mailing you and we want to end with 
what you just said. One of the important interventions in ICBT is being able to examinine the 
evidence or simply being able to objectively ask yourself what else could this mean. When 
people become depressed they seem to get caught in negative veins of thinking and utilize 
numerous cognitive distortions. So they begin evaluating the data in very predictable, negative 
ways, never considering the possibility of a positive one. Therefore, once you are able to identify 
what the negative explanation was, ask yourself what is an, positive, Biblically based, 
explanation of the noted scenario. For in doing this you are generating a wider range of 
explaining the situation, this in tum might probably a little less reaction. 
Client: I actually do try to do this. I think of possibilities. But sometimes it does not work. I 
will just try to be more aware and think positively. 
Therapist: Well, let me pray with you and then I will like to hand to you the sheet on cognitive 
distortions. There are many, selective abstraction is one those you will learn about. This is 
defined as focusing one aspect of a situation but neglecting other possibly alternative aspects. 
Part of restructuring your thinking is beginning to utilize some of these techniques. And not 
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overutilize the negative thinking. I want to reflect on these things. If we identify we can change, 
and in changing you will have different reactions. Also, I want to encourage you to continue 
tracking your thoughts and feelings in a journal. Finally, I want to recommend you continue 
reading the book by Joel Osteen called Your Best Life Now. This book will reinforce some of 
the positive, faith-based beliefs. Remember, three things are important: first, be consistent in the 
journey, the second is your spiritual health and the third is your mental health. 
Session Rating Scale 
III Session Number: Four 
III Completed By: William J. Librizzi, MA, MS, LPC 
" Rank Session on Treatment Efficacy: 1 2 3 4 5 6 (7) 8 9 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 (7) 8 9 10 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 5 (6) 7 8 9 
10 (Circle one that best describes session) 
III Comments: This session went fairly well. The therapist was able to walk the client 
through the principles of ICBT and begin to apply them to real life situations. The SRS 
reflects fair adherence to the manualized treatment. The therapist is still struggling with 
staying on task. The principles and important issues are being adequately addressed but 
the clinician would like to have developed the objectives in a more thorough fashion. 
Also, objective three was not adequately discussed and practiced. Therefore, this lack of 
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a thorough investigation into family of origin, or early encounters with certain beliefs or 
schema limited the overall score on the SRS. 
Session Five 
Therapist: Well you look good, how are you feeling 
Client: OK, about the same as before. 
Therapist: How is the homework going? 
Client: Well I have been journaling, and writing things, and then coming back to them and then 
writing again. I am not sure if that is what you want to do. 
Therapist: Yeah that is fine. I simply hope to get a pulse on what you are thinking and feeling. 
Client went on to elaborately discuss (25 minutes) some financial situation with his ex-wife. 
Apparently, he had some money designated to him as part of the divorce agreement. He was 
able to articulate that if he were to accept the monies that were part of the divorce agreement he 
would invariably be agreeing with the whole divorce. He did not want to come across as if he 
has approved of this divorce. Therefore, he did not do anything the money was left with the 
divorce attorney representing the wife. It was at this point the state was requiring him to make a 
decision about what to do with the monies. This distortion was addressed and alternative beliefs 
were suggested. 
Therapist: I know it is hard. You reported in the last session that you are disappointed with God 
and wondering where God is in all of this. When we stop focusing our beliefs on the promises 
from the scriptures we can become very overwhelmed. 
Client: Yes I can. At times I feel very overwhelmed. I have that thing you gave me last session. 
Therapist: What did you think about that? (Book, Scripture promises to restructure thinking and 
Cognitive Distortions sheet). 
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Client: The cognitive distortion sheet was interesting. I can see that I do, at times, engage in 
some of them. The scriptural promise, on the other hand, were somewhat difficult believing it I 
guess; accepting it or seeing it. Then I go back to the fact that one is supposed to believe it by 
faith. 
Therapist: The Bible says that faith comes by hearing the Word of God. To begin to believe is 
actually a process. It might be very different from week to week, however, we need to stay in 
the truth of the Word of God. What will eventually happen is that you will begin to see the 
world differently; you may begin see the situation from a different paradigm a different 
perspective. Was there any particular verse or promise that seemed to stick out? 
Client: not really some were ok while others were not real for me. I don't think any of them I 
totally disagreed with. I knew them in my head but not in my heart. 
Therapist: Have you ever meditated on the scriptures? 
Client: when I think of meditation I thinking of clearing your mind. 
Therapist: that describes the eastern religion view of meditation. When we meditate it engages 
our mind in a very powerful way. We are more engulfed in the scriptures than when we just 
read. It gets the work into us. And when that gets into us it profoundly affects our thinking. 
Client: Like an expository study 
Therapist: That is right; each verse becomes an expository study. There are some verses that 
you can build and reconstruct your life on. I would encourage you to find a place and time when 
you can meditate on the scriptures. Then that changed perspective might corne. 
Client: When I think about all the things I have to do to get my life back on track, even beyond 
the faith aspect, I get overwhelmed and tired. I think I will never get it all done. 
Therapist: What do you do when you get overwhelmed? 
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Client: I feel helpless, 
Therapist: so what you are telling me when you look at the vastness of digging yourself out of 
your whole you get paralyzed. You are verbally saying to yourself, negative self-talk, that you 
won't be able to get out. This verbal talk is actually a belief. 
Client: I like to always analyze things. I am always thinking. When it comes to my own life, I 
am always thinking. That is why I have had nightmares. Whenever I start thinking about what I 
have to do I am overwhelmed. It is not even on a conscious level but an unconscious. My mind 
just gets stuck about the negativity of the future. It is hard to not see it. The Osteen book tells 
me to visualize the positive things happening but I have a hard time believing that is going to 
happen. It just is not true. 
Therapist: Is that a problem for you? Visualization is an important part of who we are. Our 
beliefs are both verbal, as in the self-talk, as well as visual. The images we see in our minds. Do 
you remember, the Israelites entering the promised land and ten of the twelve spies said they 
could not overcome the enemies in the land? Yet the other two said we must believe God and 
we can visualize them overcoming. We too must make sure my beliefs are focused on God. 
Client: I can't stop thinking, and trying to figure out what is going to happen in the future. It all 
looks negative. Therefore I would avoid all the issues around my life, and divorce because it 
was so negative. 
Therapist: I think you became so overwhelmed through the situation that to cope you would 
disassociate from it. These negative visualizations or negative beliefs should be modified. 
Client: I don't like the Osteen stuff because you are trying to psyche yourself out. 
Therapist: maybe you are not trying to psyche yourself out, maybe you are simply trying to 
reprogram through focusing on the more positive, and faith based things. I am looking at your 
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life objectively, it is my impression that you have created some very powerful negative 
cognitions, thoughts, belief pattems of hopelessness. A lot of this stuff is restructuring your 
cognitions so could you not say to yourself, "I am not where I want to be but I am on my way of 
getting there." 
Client: I should not be living in my father's house and I should not be eating my father's food. 
Therapist: could you get rid of the word "should." Albert Ellis talks about the tyranny of "the 
should." J know that that could be sounding like a lot of mumbo-jumbo or psychobabble, but the 
words we say to ourselves are significant. And the ways we conceptualize things and talk to us 
will have a great deal of influence on our emotional states. "Should-jng" ourselves creates 
pressure, that is sometimes undue. You have avoided a lot of things, now you are jumping back 
into the snake pit, which might explain why you are feeling some increased anxiety. I think it is 
critical that during this transitional period in coming up with a plan of recovery. One of the ways 
to help you through this transitional period is to use what I have named a control sheet. 
l11erapist took a piece of paper and put a line through the center of the sheet. On the left-hand 
side he put as a heading, "What I can control." On the other side he wrote, "What I don't have 
control over." It was recommended that that he comes up with strategies to achieve his goal of 
full remission from his depression. These included exercise, diet, reading, good use of time and 
finding relaxing activities. Also, he was asked to document the things he did not have control 
over, the right side of the sheet. It was recommended that this becomes his prayer list and not 
spend all of his time focusing on this side. Finally, client was encouraged to find things he 
enjoys doing. 
Client: I have a problem enjoying things. 
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Therapist: It is hard for you to enjoy things. One of the risks you might face is exposmg 
yourself to something enjoyable. Does this make sense Chris? 
Client: Yes, makes total sense. My problem will be to write things in each column. I am not 
sure what I am to put in both colunms. 
Therapist: Well, it might take some time, but eventually, as you really think about it, it might 
become easier to distinguish the two things. What you have control over and what you don't. I 
would like to give you this sheet of paper, with the headings at the top and the line in the center. 
Come up with your things you do have control over. And what you don't. Then try to do these 
things that are both relaxing and beneficial. Also, and maybe most importantly, stay clear of 
those things that you don't have control over. 
Client: Ok. 
Therapist: Continue with the readings, journaling and try to implement this sheet in your life. 
Session Rating Scale 
• Session Number: Five 
II Completed By: William J. Librizzi, MA, MS, LPC 
It Rank Session on Treatment Efficacy: 1 2 3 4 5 6 (7) 8 9 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 (3) 4 5 6 7 8 9 10 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 (5) 6 7 8 9 
10 (Circle one that best describes session) 
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III Comments: this was a good overall seSSIOn 111 addressing some of the client's deep 
spirituality concerns. The client came in with some real upset feelings and beliefs 
regarding his relationship with God. These apprehensions are understandingly starting to 
emerge at this point in treatment because he is starting to face some important issues for 
the first time in years. The behavioral homework assignments that have challenged the 
client to start to reengage in spiritual matters have apparently stilTed up some upsetting 
feelings. The urgency and deep concerns of the client's spiritual concerns, from a larger 
perspective, are closely connected with his mood state. The intensity of his concerns and 
need to discuss them during this session may adequately explain why staying on the 
manual was unsuccessful; having only addressed one of the three objectives. 
Session Six 
Therapist: I thought we could do a little review since it has been a while. What do you 
remember about counseling? What are the things that have stuck out that maybe has been 
helpful? How have you been feeling when compared to the way you have been feeling over the 
course of the last weeks? 
Client: I can definitely, see the benefits. With not coming in the last few weeks I was really 
missing it. These sessions keep me grounded and focused. It was difficult over the last few 
weeks even with the holidays 
Therapist: Yea, I was reading your journal and it seemed like it was a hard time for you. 
Client went onto express the three significant stressors have been (1) his brother-in-law 
contacting him and minimizing the pain of his divorce, (2) an e-mail from his ex-wife, (3) the fact 
that he reached out to ex and she did not respond. 
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Therapist: I read a few things in your reflections, and it seems like you often are not sure about 
what she means about things. For example you often would say to yourself, "I don't know what 
she meant by this, but it could be that." You have said this in other sessions as well. Why don't 
you simply ask her instead of reading her mind? 
Client: If she wants me to push ahead, I don't want to do that. (At this point he went on to 
discuss a specific issue) I tend to not only hear what she says but wonder what she means by it. 
Therapist: The reality is you will are never going to fully know until you ask her specifically. 
Client: Then again she can tell me and I may still never really know 
Therapist: My concern for you is that you tend to obsess on things. I can almost see you get 
caught up in that obsessive type web, what do you think? This can be quite paralyzing. 
Client: I think I have always tended to do this. It is 2 sides of the coin. Sometimes it is good to 
analysis others time it does become overbearing. That is why I feel anxious because I don't 
know what to do. 
Therapist: What do you mean, "to do" 
Client: To get back with my wife. 
Therapist: It seems to me that you are in conflict. Your internal beliefs, says I want to restore 
my marriage, but your behaviors, the avoidance, is completely contrary. Maybe this is what is 
causing the anxiety. 
Client: The closer I look into that, fixing my life, I am afraid that it will become worse 
Therapist: Would you say you are profoundly afraid of future rejection. Let's now articulate 
that in a belief. "If I reach out to her then I will get rejected". How does you faith comment on 
this belief. 
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Client: From a scriptural basis I can believe that God loves me and that he will be my comforter 
and I should have faith that my ex will respond ok. I am not sure that is reasonable to ask God of 
this. 
Therapist: What do you mean? 
Client: In the past I asked God to not lose my family, and he did not do anything. I lost them. 
Therapist: So you asked God and nothing happened. 
Client: Therefore, there is no reason it will happen any differently in the future. 
Therapist: That is an important issue isn't it? A challenging goal is to let go of the fears of the 
past and include God in the future. 
Client: If I had faith in the past, and it did not happen, who says it will be different in the future. 
Therapist: I am not sure that God does not have a plan and purpose for you and your family. I 
am not sure how he will incorporate it. 
Client: There is one thing to have faith and another to have blind faith. 
Therapist: Let me play the devil's advocate. Your ex might say, that Chris says "he wants to 
get closer, but he does not return my e-mails, he does not eallnor does he show any interest in 
our son." It appears that you are acting in a way that seems inconsistent with his beliefs. 
Client: I wanted to write down things to you about what I am thinking about, but it was too 
anxious to think about it, so I ignored it. 
Therapist: What do you say to yourself that keeps you from writing these things down? 
Client: There is nothing positive 
Therapist: What would happen if you looked at this differently, let's say you said "I am a 
problem solver and I can figure it out," so you've got these problems and you want to fix them? 
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Client: I don't know what to do to fix it. There are some things I can do but it does not seem like 
it happens fast enough. 
Therapist: Like what 
Client: Going to school or getting a job. I just can't do it sometimes, I feel overcome and I don't 
see there is an end in sight 
Therapist: What are you saying to yourself while you are doing these baby steps? Are you 
saying "why bother? She has all the power; nothing is going to make a difference." 
Client: It is not fast enough 
Therapist: Do you think you have given this whole issue over to God? 
Client: I think I did that, but it is not going anywhere. Yet I realize that by avoiding things it 
stays stagnant, I want to do something to get it nonstagnant 
Therapist: Aare you sure you want to do something or are you just saying that 
Client: No, I do, I just feel stuck 
Therapist: What would happen if you started looking at the small picture, instead of the larger 
picture? I am thinking you are going to counseling; you are looking to develop yourself 
professionally, let's just acknowledge that is growth. Maybe the problem is you are looking to 
her to determine what you should do. That is debilitating. If you place your actions and beliefs 
into someone else hands, she is able to destroy at her whim. You must do it for you 
Client: I think that is what I am doing 
Client now shifts his attention to a very foundational belief' 
Client: Ya lmow the situation is not right, it is almost repulsive; when I talk to her I can't give 
her a hug or kiss. It is weird she is my wife. Maybe she wants to give me a hug but I can't 
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Therapist: That is a good application of challenge the beliefs. Maybe she does feel awkward as 
you do. 
Client: But then why can't she stop it 
Therapist: The same reason you can't start it because people are complicated. Fear and worry 
influence us. It seems like you both are at a stand still. You must make a move. 
Client: I will not accept this. I will not have a relationship based on these circumstances. I am a 
not even my son's father 
Therapist: Are you not your son's father? 
Client: It is not up to me 
Therapist: I thought we just went over what you are responsible for. Where do you see all of 
this going? Let's say your ex does not do anything. What is going to happen three years from 
now? My thought is you will sit around and your son will miss those four years without you. 
Client continues to go into more avoidance 
Client: I will either go to court or I will move from the whole area 
Therapist: You will be miserable, that will be the ultimate avoidance. You couldn't live with 
yourself. Something has to change and I want to encourage you to do it. 
Client: Why can't she make the move? 
Therapist: One of the things we talked about is praying that God might change both of you. 
Client: So do you think that I have not reached out to her. And it is wrong to wait for her to 
make the move? 
Therapist: I would not use the term wrong, I think that it is not beneficial that you haven't 
contacted them at all. I think you are just really scared of rejection. Maybe the best thing you 
can do is to work on yourself. 
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Client: I am ready for her to reject me 
Therapist: No wonder you have not tried anything because you have foundational belief that no 
matter what I will work on will always come back negative. Maybe you should do all you can do 
in terms of your interaction with her and your son and then continue to pray and do the best thing 
leaving the results to God 
Client: I used to be like in the beginning, but not anymore. 
Therapist: I can't imagine what you have gone through. But no matter what you have gone 
through you can't stop. Stopping usually brings about more difficulties. Continuing can be 
beneficial. Is there something you would like to incorporate in your life based on this session? 
Client: I would like to try to get more motivated. I want to investigate some career options. 
Therapist: Can you become keenly aware of avoidance thoughts and behaviors. Then you may 
become further aware of the influence of avoidance. 
Client: I know how much avoidance plays in my life. I have stopped playing that computer 
game for hours because I became aware of what I was doing. 
Therapist: Good, also Chris, I have found that making external behavioral changes will improve 
mood. It could mean grooming issues, working out or starting to draw again. What are givers 
for you, what are those things that motivate you? 
Client: Not much anymore, 
Therapist: Did you like building things, working on projects? 
Client: Yes 
Therapist: Maybe you can also, include finding givers in your life. These are the people or 
situations that add to you, giving you a greater sense of positive feelings and thoughts. 
Client: I can consider that, I suppose. 
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Therapist: We are nearly at the end of the session but I want to look to discuss some homework. 
So what do you think about for homework you will maintain motivation, work on career issues, 
watch avoidance behaviors and look for activities that give you energy. Does that sound good? 
Client: Yes. 
48 Session Number: Six 
• Completed By: William J. Librizzi, MA, MS, LPC 
• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 (7) 8 9 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 (6) 7 8 9 10 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 (5) 6 7 8 9 
10 (Circle one that best describes session) 
• Comments: This appeared to be a good but not great session. The therapist recalls the 
feelings of being stuck with this client. The depth of this client's firmly held beliefs, and 
overall vegetative state, were very difficult to move. The two primary objectives in 
session six was to get some continued behavioral change in place. The client was so 
vegetative in his depressive symptoms for such a long period of time that getting some 
movement was an important treatment goal. The second objective targeted the negative 
cognitions about self and God. The therapist was able to elicit some of those very 
strongly held, negative, beliefs about God and the how God let him down in the past. 
Once the identification process transpired the therapist recommended alternative beliefs 
about self, God and the future. Finally, the therapist recommended some increased social 
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interaction. The client is highly isolative and as he reported somewhat obsessive. This is 
not a good mix for anyone; the client seems to have had some negative outcomes 
experiencing greater levels of depression as a consequence of this combination. 
Session Seven 
Therapist: I would like to start today by reviewing. Can you talk to me about both the circle I 
drew for you that illustrates how your thoughts, feelings and behaviors are interconnected? Also, 
I would like to further discuss cognitive distortions. 
Client: Basically the circle means your beliefs influence you your feelings and actions. 
Therapist: Events happen; you don't control these in many cases. Let's say for example you get 
an e-mail from your ex-wife stating your son wants to see you. What would you be feeling if 
this happened? 
Client: I am not sure I would be feeling anything. I would not have to interpret it 
Therapist: "What would you believe about yourself, her or the future by that request? 
Client: I would believe I have to get my relationship with her worked out before I get involved 
with my son. It is more complicated that that. I have not figured these things out. 
Therapist: "What does you getting things better with your ex and you being a good father to your 
son have in common? 
Client: My relationship with my son is based on what she says. She controls it. 
Therapist: So you believe she controls it. I suppose that is a belief. You have quite little 
control when compared to another father? What did I just do? 
Client: You rephrased the statement 
Therapist: You actually said you have no control and I said you have less control. Sounds like 
the cognitive distortion dichotomizing. 
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Client: You put it on a scale, I could take some control. But I do not want to do that. 
Therapist: One of the things I want to build on is your thoughts and beliefs. One of the things 
you going to have to buy into is that your beliefs have a certain quality. Remember, when you 
were in the marketing industry, and projects would come across your desk you would distinguish 
between good and poor quality. In the same way your beliefs have a certain quality to them. 
Some are functional, balanced, and healthy and will produce feelings that are good and 
beneficial. You are going to need to determine in your own head what medium or poor quality 
in your believing is. 
Client: Because some of the things I lmow are destructive in my belief system yet I believe them 
for a reason. 
Therapist: Give me an example. 
Client: I believe that I should not have contact with my ex 
Therapist: I believe I should not have contact with my ex. Why? 
Client: Because she is not ready to, it could jeopardize future encounters. We will not progress 
'til she understands certain things from my perspective 
Therapist: This creates a bind. You say, she needs to understand me yet I am not willing to talk 
with her. We talked about the avoidance as a means to cope. These in turn created much pain for 
you. Your belief says you should not have contact; therefore, you have not contacted her. You 
furthermore, can't progress until you speak with her, yet you avoid her. What is the quality of 
those beliefs and can we change them. We go to counseling to identify these unrealistic beliefs 
and then change them. Can we rephrase them and walk out of here with different set of beliefs. 
Client: I don't totally understand the root of the problem 
Therapist: What problem? 
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Client: Why I won't contact her. I felt very strongly from the begimling that I will not reach out 
to her. I can't change these beliefs. 
Therapist: So you do not want to see your son because in seeing him you are justifying and 
accepting her for divorcing me. Sounds like you feel this very strongly. Another cognitive 
distortion is named emotional reasoning. This is defined by believing something very strongly 
because it feels right. However, it is not rational, and the belief is more fueled by the feelings of 
it. How does that belief seem "that she is trying to get your son into your life to normalize the 
divorce?" We don't know if that is hue, that is a huge leap; it is actually mind reading yet 
another cognitive distOition. What does this have to do with how you feel or how you act? 
Client: It certainty makes me avoid her as well as other things I avoid. It may actually make me 
misinterpret things and at times feel angry. 
Client went on to expound on why he believes some of these things. He cited past activities and 
events that endorse his beliefs. Finally, he was able to consider alternative evaluations of these 
beliefs. The focus shifted then from beliefs to feelings of anger. 
Therapist: It sounds like you are angry with a lot of things. 
Client: I am angry with the system, with the psychologist and towards her I am more resentful. 
The closer I get to her (his ex) the more I feel angry. 
Therapist: When I talk about dealing with anger it is important to identify where to target the 
origins of violations or accusations. Maybe it was the misrepresentations and hurts. After 
identifying these things it is important to surrender it (the anger) to God. I think you feel a lot of 
self anger and maybe you are not getting better because you are actually punishing yourself. 
Client: I don't see myself as punishing myself. 
Therapist: Why have you not chosen to get better? 
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Client: I do not know why? I need to know why 
Therapist: (client believed that he must know before he becomes better) there is an assumption, 
that if I understand I will get better. This is not necessarily true. Ultimately, we must behave 
differently. It is careful you don't look fully to insight as the answer. 
Client: What I was looking for is like you said. I wanted to get into my beliefs. To understand, 
as you said, the quality of my beliefs. I was hoping to understand my cognitive distortions; I of 
course was not using those terms. But I wanted to better understand what I believe to better 
understand myself. 
Client went on to expound on the importance of understanding his beliefs and his interactions 
with his son and ex-wife. 
Client: But I believe that if I reach out to my son I am normalizing the situation of the divorce 
and I won't accept it. 
Therapist: That is what you believe, if I lined up 50 individuals and told them the situation. 
And asked them that a son of a divorced couple wanted to see his dad if the father saw him 
would he be embracing, normalizing and buying into the divorce. Or will he be spending time 
with his son? 
Client: I don't care what those 50 people think all I care about is what I and my ex think 
Therapist: But you don't know what she thinks, you are making assumptions. And I want you 
to see that these beliefs, or assumptions have immobilized you and kept you trap. She may 
furthermore, have some aspects of those beliefs, but we know beliefs can change and your job is 
to do the right thing to create an environment for change. Both of you seem to have assumptions 
towards each other. Take the risk and face those fears. 
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Client: There is something that is resistant to me accepting this belief. It does not seem to be a 
fear, it is something. It seems like it is wrong and I can't identify what is wrong about it. I 
struggle with why I do not want to spend time with my son; Ijust can't figure it out. 
Therapist: The reason in suggested lining up 50 people was to suggest the belief is not accurate. 
I can create a good argument that it is wrong to neglect your son. I am not sure what that thing 
is. For me, I might say, although I feel it very strongly I will still see him. 
Client: I am afraid that if I start with him I can't go back. 
Therapist: I simply think your son is confused because his dad is out of the picture. I believe if 
you get out of this rut that things might click for you. I want to see you get out of this rut. 
We further suggested alternative beliefs and evaluative process to keep him functioning 
optimally. Furthennore, it was suggested that the client be ever so careful to realize that 
thoughts are like seeds and they }vill, in general, produce outcomes. In the case here it will 
produce feelings and behaviors. 
Therapist: Chris, today we considered beliefs and their connection with feelings and behaviors. 
We looked very closely at your beliefs about yourself, your wife, son and your future (the Beck 
Triad). You found it difficult to identify your beliefs and the quality of those. I wonder if you 
think it might be a good idea to actually look into these beliefs and try to more accurately 
identify and potentially replace them. 
Client: I suppose I can do that. 
Therapist: We will talk about what you've come up next session. Before we close however, I 
wonder if you still have that sheet on cognitive distortions. 
Client: Yes I think I still have it. 
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Therapist: Can you look over that and rank the list individually. What I mean is go through 
each one and place a value, representing if that is a good descriptor of you or not. So on a scale 
from 1-10, ten being a perfect descriptor and 1 being a weak descriptor, and all the numbers in 
between. Go though the list and rank them. We can talk about that next session. Also, continue 
to think about the circle, and consider the thoughts/feeling connection. Does that sound ok? 
Client: Sure, I will give it a shot. 
• Session Number: Seven 
• Completed By: William J. Librizzi, MA, MS, LPC 
• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 7 (8) 9 10 (Circle one that best 
. describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 7 8 (9) 10 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 (5) 6 7 8 9 
10 (Circle one that best describes session) 
It Comments: This was a good session for a number of reasons. First, the therapist was able 
to meet most all of the manualized objective. The therapist understood the concepts of 
thoughts, feelings and behaviors and their interrelationship. Cognitive distortions were 
discussed more thoroughly than in prior sessions. Finally, the important faith issues were 
also followed up from the last two sessions. The lack of identifiable religious exercises is 
not necessarily a negative aspect of this session. The topic of this session was not 
necessarily religious behavior it was more religious beliefs. The therapist was aware that 
the client has been consistently participating in exercises that reflect levels greater then 
pre-treatment levels. 
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Session Eight 
At the start of therapy the client immediately addressed the manner in which the therapist 
questioned the client regarding, what appeared to be a resistance to change. This encounter was 
actually good for both the client and the therapist. It allowed there to be a greater level of 
respect and understanding. 
Client: I see that I have made progress but that it just does not seem like it is fast enough. 
Therapist: I think, for the record, you are making progress. Progress can be seen in both 
feelings and thinking. I believe you have tools that can assist you in the future. I would like to 
put on the agenda to review what we have talked about in the last seven sessions. The reality is 
that this is a complex situation including numerous variables involving many individuals over 
relatively long periods of time. Some of the things we have talked about in the past are 
assumptions and various beliefs about self, others and future. 
Client: (the following reflects a commentary the client is making regarding his interactions with 
his ex-wife. Therefore, the "we" in this section best refers to him and her) Whenever we try to 
touch on something (his ex wife and him) we change the subject and never really get into things. 
Yet when she wants to actually touch on things she changes the subject and we have to address it 
because it is her issue. Remember when you said understanding something does not 
automatically fix the problem. I have always had this problem with procrastination. I have 
always worked well with deadlines. I put things off till the pressure reaches the pinnacle then I 
will work on things. I struggle with doing the right thing. I remember when Valentine was 
coming and I did not know what to do. Should I get her something or no. In our marriage it was 
the same thing. I did not know what to do. This weekend, I did the same thing. I did not do 
anything. 
Therapist: I wonder, if this last Valentine's Day be a microcosm of your marriage? 
Client: Yes. 
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Therapist: That is good that you could see this. The outcome of procrastination is usually, 
anxiety, depression or worry. These conjure up beliefs of powerlessness, and corresponding 
feelings are often fear and worry. That is why I have been prodding you to do something 
because as you put things in motion, I believe, you will feel better. Who did you talk to about 
what to do regarding this issue with your ex? 
Client: No one. 
Therapist: Why not? 
CHent: I just do not have anyone to talk with. 
Therapist: You could have talked with me. 
Client: I do not want to bother you. 
Therapist: One of the themes we have reviewed is process is as important as product. What you 
are going through, and the new ways you are leaming to deal with them are possibly more 
important than where you end up. 
Client now went on to expound on the numerous financial conflicts that he maintained with his 
ex-wife. He indicated that they had conflict in their marriage as well as in the current time. It 
seems like client does not want to do anything because he does not want to spend the money. 
Therapist: Let's now place this in the circle we discussed earlier in therapy. What is at the top? 
Client: The event. 
Therapist: How about at three, six and nine o'clock? 
Client: Beliefs, feelings and behaviors. 
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Therapist: Let's say the event is buying this software you need. Does that event make you feel 
anxious? You have not bought it because you what are you saying to yourself. 
Client: It is difficult because of what the money represents. 
Therapist: Therefore 
Client: I will be spending money from our marriage. In some ways I will be wondering what the 
ex would say about me spending that money. Also, I resent having the money to begin with. 
Therapist: What do you mean? 
Client: The money is a consolation prize for the divorce. This money is the leftover. 
Therapist: That is what that money represents to you. So you despise the money. What does not 
spending the money mean? 
Client: I will agree with the divorce. I had actually looked into investing the money. In a high 
yield money market account. I looked the information up on the internet but did not go any 
further. 
Therapist: So could you say: I don't want to take control over my money, my son, my career; 
much avoidance. There are the many connections; one is the connection between the money and 
divorce. 
CHent: The money is a bad thing. 
Therapist: Maybe it is also a representation of that you did not fight for the marriage. If you 
fought you may have gotten more money. This is the part that I don't understand. You may say, 
"I did not want the divorce and the money came from the divorce, therefore, I do not want either. 
I was hmt by my ex in the divorce and my son is from the maniage therefore, I don't want 
either." There is this connection, I can understand it but it does not make sense. It is similar that 
they are related, but they are very different. 
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Client: It is almost like if I take the money I am condoning the situation. I did feel like that 
when she first gave me the check. It was almost like it validated the divorce. Everything was 
fair. 
Therapist: At that moment, you could have done a few things. You could have denied it or you 
could have taken it but said that I will take it but do not agree with it. There is kind of this leap, 
there is this comlection. 
Client: Having the money validates the divorce 
Therapist: I don't agree with that. For example, you buy me an ugly car. I may take this ugly 
car, not liking it, yet I take it. You see to validate, is a choice. Something I purpose to do. 
Client: But if I take this money, and use it, in the public people are going to believe that I have 
accepted this divorce and agreed with it. Her sympathizers will say well he took the money, he 
must be agreeable. 
Therapist: I suppose we must let go of what others might believe and trust God with our future. 
Client: It just disgusts me to spend this money. 
Therapist: What do you believe that disgusts you? This is my hunch you have become so used 
to ignoring things and being real sensitive to the way you feel about things. How about if you 
push through and do it anyway. Behavioral psychology suggests that the more we do something, 
the easier it will become. You have a strong mind. Your mind wraps itself around things and 
there are feelings that you can't let go. If you were to ask yourself what behavioral things do you 
want to do and then do them on a regular basis. For example, I will go ,out and socialize 5-10 in 
the next two weeks. My hope is that as you continually expose yourself to those unsetting 
emotions then those emotions will decrease. This is what we call gradual exposure. And over 
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the course of time you may generate some motivation. I saw you as being stuck. Does that 
make sense? 
Client: Yeah, I never used to have a problem making decisions. Now it is so difficult. 
Therapist: This avoidance is difficult to quite. For when you are anxious, you avoid the thing 
that is upsetting and then you begin to almost immediately, feel less anxious. Has that been your 
experience? 
Client: Yes, maybe I was not that aware. Sometimes I have used procrastination is a positive 
manner. Avoidance is not the same as procrastination. 
Therapist: There seems to be a difference. Let's create a distinction by calling it anxiety based 
avoidance. That will be debilitating for your growth. It will powerfully convey the message you 
are powerless and not in control. 
Client: That is definitely one of the biggest problems. 
Therapist: That has kept you at the state pre-therapy. Avoidance is a behavior. Behaviors are 
things we do or things we don't do. People who are angry with God don't pray. The feeling can 
either be anxiety or depression. For example, I did not check the email because if my ex emailed 
me I would have to respond and that made me feel anxious. Now, what did you believe that 
made you feel anxious? 
Client: I would have to deal with the feelings of the divorce or her. 
Therapist: What did you believe about yourself? 
Client: It would be painful. 
Therapist: If you could have infused different beliefs. Such as the Bible states, "I can do all 
things through Christ who strengthens me." Or, "although this is painful, Christ will help me get 
through it." Or, "God has not given me the spirit of fear and God's grace is sufficient." If you 
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tried those other faith based beliefs, would that make a difference? Because, in general, new 
beliefs change new feelings. It is hard to change these because these beliefs are automatic. 
Client: I need to start thinking about what I believe about these things. 
Therapist: You need to ask yourself what I believe about God, Self, others or the future. This 
quadrant seems to constitute most of our beliefs, in one way or another. We should try to filter all 
our beliefs through this quadrant. It seems that you are really stalting to understand the belief 
process. It seems you are really thinking things through. 
Client: I am asking myself why I am thinking these things. So that I can rethink those beliefs. 
Therapist: I describe it as evaluating the quality of those beliefs. Just because you think it does 
not mean it is a good belief. Some have a good quality while others are weak, some produce 
good outcomes. These beliefs are appropriately based on reality or the scriptures. Others are 
based on fears or insecurities. They, in general, produce bad feelings and outcomes. Recall 
when we talk about beliefs we are thinking about both visual and verbal beliefs. The visual ones 
reflect our imagination of what we believe when we consider the verbal beliefs it is what we say 
to ourselves. Does that make sense? 
Client: Yes. 
Therapist: If we were to follow up with some homework what might it be? 
Client: I guess to continue thinking and reflecting on my thoughts. 
Therapist: That sounds good. Think about the circle and the quadrant during this week, 
focusing on the beliefs and their connection with your feelings and behaviors. 
Client: Ok. 
• Session Number: Eight 
• Completed By: William J. Librizzi, MA, MS, LPC 
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• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 7 8 (9) 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 7 (8) 9 10 
(Circle one that best describes session) 
III Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 (5) 6 7 8 9 
10 (Circle one that best describes session) 
411 Comments: This was another good session. The treatment review period provided an 
opportunity to assess the client's understanding of ICBT. The client did reflect a very 
good understanding of this approach. Maybe the most noteworthy aspect of this review 
was the awareness the therapist had that the client was actually doing it on his own. 
Introducing the ICBT Quadrant was a helpful metaphor for this client. Professionally, he 
is a graphic designer, therefore, the image and visual was helpful. Integrating scriptures 
into treatment seemed to be also useful. It is the impression of this therapist that the 
client has worked through some of this issues with God. Therefore, this implementation 
process, at this stage, was particularly accommodating. The one disappointment the 
therapist has with this session was a lack of more thorough explanation of behavioral 
strategies. Principles of learning were discussed but not to the degree the manual 
requested. 
Session Nine 
Therapist: The last two sessions we will wind down and spend some time reviewing and relapse 
prevention. Is there anything specific you would like to add to the agenda? 
CHent: Yes, something happened with my ex this week. 
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Client went on to discuss an event that occurred in which his ex brought over some of his clothes 
and belongings that had been stored at her house. 
Therapist: Do you remember the circle and square we discussed last week. 
Client: In the quadrant, this represents our beliefs; specifically these beliefs are about self, God, 
others and future. 
Therapist: We like to believe that in God he actually influences, or should I say should 
influence our beliefs about others, ourselves and the future. 
Client: What does this quadrant have to do with quality of beliefs? What are we looking at? 
Therapist: Actually, let me back track, do you remember the circle. At the top is event. At 
three are beliefs at six is feelings and at nine is behavior. You see, some events are bad but we 
can make them worse by our beliefs. Let me give you and example. The situation with your ex 
is a good example. She drops the clothes off. Your interpretation of that event may be 100% 
accurate, or maybe 75% accurate so forth and so on. 
CHent: I realize that. 
Therapist: What were you saying to yourself? 
Client: I was looking at a number of possibilities. Maybe she just needed new space. But best-
case scenario is that she does not want me back and she does not want me coming back to the 
house. She is slowly moving me out. On some level she has written me out. If she were planning 
on me coming back, she would not be doing that. 
Therapist: Is there a reason why she should expect you to get back? 
Client: I told her. 
Therapist: Could it be that she wants you to have your clothes? 
Client: No. 
Therapist: That event made you feel angry, sad, and hopeless. 
Client: All of those. 
Therapist: And how did you behave. What did you do or not do? 
Client: Nothing really, 
Therapist: Were you able to regroup. 
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Client: I did think about it a lot. It knocked my resolve down. It made me want to give up. Why 
could she not show me a positive response? I am resentful of that. I am not the one responsible 
for this. She did all this. I am frustrated. I agreed to talk with her but she is not helping out. She 
should apologize to me what she did and she should make some attempt to reconcile. 
Therapist: Can we take some time and discuss anger. Do you see yourself as angry? 
Client: Yes. 
Therapist: What does the Bible say about anger? It seems like there is anger or resentment 
towards the system. And some anger towards her. There is a difference between reconciliation, 
between two people, but forgiveness is something we do for me. Forgiveness sets us free. The 
Bible says don't let the sun go down on your wrath. Jesus in the Lord's prayer is implying that 
he won't forgive us until we forgive our debtors. 
Client: Every day, I try to let it go and forgive her. I can't even explain to her what I am going 
through. If I told her of what I believe about what she is doing. I do not believe she is capable to 
accepting it. 
Therapist: When you see her how do you feel? 
Client: It is fake, I want to express my love to her but I can't. She does not accept what I am 
trying to show her. 
Therapist: What do you mean? 
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Client: She won't want to know how I feel, or what is going on in my mind. 
Therapist: How do you pray for yourself in the context of this relationship, do you ask God to 
help you understand her better. 
Client: I don't believe there is anything I can do. 
Therapist: Remember we talked about dichotomizing, and the conclusions you draw. My point 
is hopefully well taken; you make these quick judgments that make these profound emotional 
changes. Such as what you just said, "can't do anything." Because you hear yourself talking all 
the time it is not apparent but when you get in front of someone who is objective, then they hear 
the dichotomizing. As I just did. 
Client: There is something else connected. I ask myself, why I have not made contact. There 
are two things that are separate. The first has to do with my part it is a protest. It is a situation 
and what she has done with the situation. It is my disapproval of the action, to not cooperate. 
Therapist: At least you see why you are doing it. Is that working for you? Is it producing your 
outcomes you desire? 
Client: I had no other choice. 
Therapist: What are other choices? 
Client: I could pursue her aggressively, and go to court against her and I am not willing to do. 
Therapist: Ok, what are you willing to do? How about if you took a collaborative approach and 
at least in the beginning you took a much more laid back approach? 
Client: I don't know. 
Therapist: You see, Jesus said the beliefs built on God's word are like building a house on 
stone. They will last no matter what happens. These beliefs will last. Therefore, from a secular 
perspective, our beliefs seem to influence our outcomes. 
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Essentially, the primary objective of this session was to reinforce the cognitive restructuring 
process. Initially, the client and therapist looked into an event that occurred over the last week 
and tried to apply the principles of CBT. Client concluded the session by expressing why he 
won't reach out to his ex-wife, and that she must reach out to him. This therapist tried to 
redirect him, but was not able to get much movement in seeing things somewhat differently. No 
homework was given at the end of this session. 
• Session Number: Nine 
• Completed By: William J. Librizzi, MA, MS, LPC 
• Rank Session on Treatment Efficacy: 1 2 3 4 5 6 7 (8) 9 10 (Circle one that best 
describes session) 
• Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 (7) 8 9 10 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 5 6 (7) 8 9 
10 (Circle one that best describes session) 
• Comments: Session nine focused on spiritual disciplines and the ICBT Quadrant. This 
Quadrant was introduced last session. The visual seemed to work well for this particular 
client. He understood it fairly well. For homework he was asked to think about these 
four categories of beliefs. This session gave the therapist and client a good opportunity to 
apply this model of treatment into real life clinical issues. This exercise more firmly 
solidified the concepts and made it more manageable to be able to be applied outside the 
therapy office. The second objective addressed was that of spiritual disciplines. The 
important spiritual disciplines, such as anger management, forgiveness and prayer were 
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all discussed and the client was challenged to integrate them into their treatment 
experience. The client seemed to welcome them, and was somewhat eager to apply them 
to his life. 
Session Ten: 
Therapist: Well, Chris, this is our last session. In this last session I would like to be somewhat 
directive as we address some rather important treatment issues. First I want to find out how 
counseling has helped you. Second I want to discuss relapse prevention. This specifically refers 
to the strategies you can employ to limit the likelihood that you may experience some 
noteworthy depressive episodes in the future. 
Client: I felt like this counseling was very helpful. It helped me to see things somewhat 
differently, but I think most importantly, it aided me understanding God in my life. I had a very 
difficult time reconciling a loving God with what I initially went through with the divorce. 
Therapist: You know a lot about God. Can you imagine what it would be like with someone 
who does not know anything about God? I am glad to hear you that counseling was able to 
answer some of these questions. 
Client: I am getting there, I am figuring out some of this stuff. 
Therapist: I think that is part of what my role has been in counseling. It has been years of all 
this stuff going on in your head. You are a thinker and I don't believe you had much of an outlet 
for those thoughts .. 
Client: No, I had no outlet. I had no one to talk with it all just stuck within my thinking. But I 
did not want to think about this stuff. I was avoiding it. The more I am facing my things the 
more I am becoming anxious. That is why I would like to further discuss relapse prevention. 
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Therapist: You were so overwhelmed that you used this very primitive coping skill avoidance. 
Part of what we did in counseling was to show the many ways in which avoidance has played in 
your life. We identified it and saw it in many ways. Even in the early stages, when you were 
still married you used avoidance. 
Client: It was all I knew to do. It was better than fighting 
Over the course of the next 20 minutes the client began to talk about his marriage and how his 
wife was from a controlling, abusive family of origin. This in turn, as the client proposes, caused 
her to be antagonistic towards him 
Therapist: I think this would be a good time to review. Can you break out the CBT circle and 
ICBT Quadrant? First the circle, here we read that our beliefs interpret the events and from our 
beliefs come feelings and behaviors. What can you tell me about the quadrant? 
Client: Our beliefs basically fall into four quadrants. They are beliefs about self, others God and 
the future. That our beliefs have varying levels of, as you described it as, quality. 
Therapist: Do those beliefs act as a grid by which you view things? 
Client: Yes. 
Therapist: These beliefs actually function within our mind. What we call self-talk, or our verbal 
beliefs, they also are images in our mind, the visual beliefs. This has a lot to do with how we 
evaluate the data. Let's say you get e-mail from your ex. That is rather benign. Place this in the 
circle. Now if you want to end up completely miserable what might you say to yourself? 
Client: This is bad, nothing good will comes out of this, and this is an attack 
Therapist: I will lose somehow. God is punishing me with this; it is the beginning of the end. 
Life is not fair. Then people begin to reinterpret their past, they might say, "Life has never been 
fair". Do you remember the cognitive distortion sheet? One of the cognitive distortions is 
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selective abstraction, is when we pick the situations and events that endorse our beliefs. These 
associations mayor may not be accurate. Well, you did a good job describing the person who 
might become wrecked by this event. Now let's say you want to show someone manage this 
well what might they do. 
Client: The person can be more objective, they might say let's find out what she wants. 
Therapist: This might be an answer to prayer. 
Client: I have a hard time with that because I would be afraid of setting myself up to get hurt. It 
is like the power of positive thinking. It is good to be positive. Yet I struggle with that I don't 
want to be unrealistic. I tend to be negative with myself. Yet if I was in the situation with the 
email I believe I could be relatively positive. 
Therapist: The situation, on a scale from 0-10. Situation can be a 6 or a 7 in terms of them 
being bad. Yet we can keep it from going real bad to the 10; we have that power. We must 
control those things. I think we talked about what you can control with our "to do, prayer list." 
Do you remember that activity? If you remember the very beginning of therapy you felt you 
were very out of control because life had really handed you some real difficulties. I hope you are 
starting to develop more sense of control. 
Client: As I consider what I would like to develop, my career, continuing my education I find 
numerous obstacles. It becomes very difficult at times. I get overwhelmed at times. I can put 
one foot in front of the other, yet there is this mountain in my way. 
Therapist: That is a good question, how do you address that. 
CJient: Well one thing I can do is to start out working on one thing at a time. Sometimes I get 
down when I think about too much. 
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Therapist: If you could, write all of your objectives on an index cards. These might include 
spiritual, physical and relational development. Put each one on a card. The first should include 
those tasks that have an early tum around time; the second category should be more. difficult and 
so on. Complete the easy tasks build motivation and then move onto the second level and so on. 
Client: When I used to work in the marketing industry I would categorize things in high and low 
priority. I would have to pick and choose between both categories. I guess you are saying work 
on those things that are more easily attainable. 
Therapist: In a perfect world, when life is going well, one has the stamina and motivation to 
overcome difficulties right out of the gate. I don't see that for you right now. You need some 
confidence boosters to overcome the long-term goals. I think your endurance is weak, because 
you have been avoiding things for so long. That is why the Bible says to consider it all joy when 
you face many difficulties. Those difficulties will produce patience. 
Client: I can give you an example. I need to buy some software. This will help me 
professionally. I have wanted to buy it for a long time, but I have not. 
Therapist: It is very doable, that would be a good place to start. 
Client: I would like to do it. 
Therapist: We have talked about getting these little tasks done. This is a good place to say 
where do I go from here. We discussed managing those thoughts. How to get to the next level. 
Client: Remind me of what to do when you identify a negative thought. 
Therapist: Let's say it is poor quality. We discuss examining the evidence. This is where that 
integrative process comes in handy. For example, you find yourself in a negative situation that is 
when you identify what I believe. 
Client: This is difficult. 
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Therapist: I believe this is particularly hard for people because, in general, people are not aware 
of their thoughts they are more aware of their feelings. My role as a therapist is primarily a 
coach who encourages one to identify their thoughts. Secular psychologist use terms called 
examining the evidence. We compare our beliefs with reality. Now we challenge these 
irrational thoughts with both reality and the word of God. The promises of God can be used to 
help challenge our beliefs about things. These are the promises that we could depend on. So 
when people say, my life is over with and I have no future. How do we compare that belief with 
the word of God? The scriptures are used to challenge these beliefs. It becomes easier the more 
we do it. It does not change overnight. It takes some time. This gives us the ability to have some 
control over our thoughts. Does that make sense? 
Client: I think I have always practiced a version of that. With some things it is a lot more 
difficult to change some beliefs. It is like there is a firewall that won't allow the change to 
happen. I know there is something there, but I just can't figure it out. What I feel is what I 
believe. 
Therapist: Let's break this down. What are your behaviors? 
Client: I avoid seeing my ex-wife. 
Therapist: What are the feelings? 
Client: Anxiety. 
Therapist: It is amazing that you had protected yourself from those feelings and fears. You, for 
years, continued to build the walls of protection. It seems like it is difficult to take that wall 
down. As you become more aware of these beliefs and feelings you are able to provide 
appropriate responses to the victimization and pain. Now let me put a period mark there and let's 
consider relapse prevention: I want you to look into three domains: behaviors, feelings and 
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beliefs. What we are actually looking into subtle signals. The idea is to catch it early. So what 
would be those behaviors, feelings and thoughts that might suggest I am not doing well. 
Client: Behaviorally, I will either throw myself on the computer. Or sometimes I might simply 
engage in a stupid repetitive behavior like walking up and down the stair over and over again. I 
might watch large amounts of TV. I might do busy work around the house just to stay busy. I 
might have disruption of sleep. Yet, these behaviors work for a short while, but eventually I 
become restless again. 
Therapist: It sounds like you have a good sense of what to do. Can you think of some positive 
behaviors? 
Client: What do you mean positive? 
Therapist: Things that make you feel better. Going to church, going to counseling. 
Client: I used to feel anxious coming to counseling because I was afraid I would have to deal 
with something that made me feel uncomfortable, yet when I leave I always feel better. I become 
more comfortable with the issue by talking about it. 
Therapist: What are those feelings that might suggest you are going down? 
Client: I am beginning to crash when I feel hopelessness definitely, sometimes anxiety and 
sadness and at times apathy. 
Therapist: Beliefs, what are those cognitions. 
Clien t: Resentment, believing I am alone and not with God watching over me 
Therapist: This is interesting; in our first session you said you were numb about the issues with 
your ex. Not angry, do you remember for that? Now that you have stopped feeling depressed or 
if you come out of it you might start feeling again; even if it is anger. An example would be if 
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your leg falls asleep, you can't feel but you can't move either. Now you are feeling it and it is 
upsetting. 
CHent: I am still having a hard time accepting. I do not see anything good come out of anger. 
Therapist: The Bible says anger is a n01'mal emotion. It just must be held in control. I believe 
you should feel angry. That is a normal emotion. Let's get back to beliefs: 
Client: Why bother, are you talking about accurate or inaccurate beliefs? 
Therapist: Both, I suppose. 
Client: Life is unfair, 
Therapist: Do you remember the quadrant of beliefs. This quadrant addresses beliefs about self, 
others, future or God. 
Client: For a while I believed that I was cursed. It seemed like I was doomed. No matter what 
happened I knew I would fail. If you want evidence, it was based on whenever I was involved in 
something it would go bad. Even though I know I am not. When I started therapy I used to 
believe that but 110t as much now. It is still work to keep those negative thoughts out. 
Client then lvent 011 to discuss the events that preceded the divorce. These events included not 
only the marital problems as well as the vocational d(fficulties. Ultimately, the session ended 
with the administration of the BD! and the RBI. Client did indicate subjective improvement in 
the domain o.fthinking andfeeling evel1 though the situation had not changed. 
• Session Number: Ten 
• Completed By: \Villiam J. Librizzi, MA, MS, LPC 
Ell Rank Session on Treatment Efficacy: 1 2 3 4 5 6 7 8 9 (10) (Circle one that best 
describes session) 
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411 Rank Therapist's Ability to Adhere to Treatment Manual: 1 2 3 4 5 6 7 8 9 (10) 
(Circle one that best describes session) 
• Rank Observable or Identifiable Increase in Religious Exercise: 1 2 3 4 5 6 (7) 8 9 
10 (Circle one that best describes session) 
• Comments: This was great session to review and observe the noteworthy changes 
experienced by the client. He was very aware of the changes he has experienced through 
counseling. He was able to identify growth psychologically and spiritually. Interestingly 
the therapist observed that much of his emotional/psychological concerns were connected 
to his spiritual state. This session made this connection very apparent. The client was 
highly engaging in establishing treatment goals for the future. This allowed for the 
utilization of behavioral techniques learned in prior sessions. Finally, relapse prevention 
was addressed in a thorough and careful fashion. The client himself, aware of his 
changes, wanted to focus carefully on this issue, not wanting to lose the ground that he 
had worked so hard to acquire. Overall, this was a great way to end a treatment protocol. 
206 
Appendix D 
Behaviors Beliefs about: 
• Self 
• Others 
• Future 
• God 
Feelings 
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Appendix E 
Scores Over Time 
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